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CHAPTER I 
 
INTRODUCTION 
 
Each year approximately 13,000 children under the age of 20-years are diagnosed with 
cancer in the U.S. (United States Cancer Statistics, 2005).  Although survival rates for childhood 
cancer have increased substantially since the 1970s, approximately 2,200 children die from 
cancer each year, making the threat of death very real for children and their families (USCS, 
2005).  The diagnosis and treatment of childhood cancer present numerous challenges and 
sources of stress for children and their parents (Kupst & Bingen, 2006).  Not only are these 
families faced with the fear and stress of a life-threatening illness, but the treatment itself can be 
extremely stressful.  Treatment of childhood cancer involves painful medical procedures, 
unpredictable hospital stays, frequent medical visits, difficult side effects of medication, financial 
burden, and significant changes to daily living.  These parents also report feeling that they need 
to be a primary source of emotional support for their child (e.g., Kars, Duijnstee, Pool, van 
Delden, & Grypdonck, 2008), and that they are in an ―executive‖ role of processing, managing, 
and conveying information from medical professionals to their children (e.g., Young et al., 
2003).   
In this paper, several relevant areas of the literature are reviewed briefly, including 
psychological distress in parents of children with cancer, parents’ coping with the stress of their 
child’s cancer, general emotion processes, and parenting behaviors.  This brief review provides 
the background for two studies that examined parents’ psychological distress and coping over 
time in relation to their child’s cancer and how those constructs related to emotion processing 
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and parenting behaviors. 
 
Posttraumatic Stress Disorder Symptoms and Psychological Distress in Parents of Children 
with Cancer 
Having a child diagnosed with cancer may put parents at increased risk for posttraumatic 
stress disorder (PTSD) and clinically-elevated levels of posttraumatic stress symptoms (PTSS; 
Bruce, 2006; Cabizuca, Marques-Portella, Mendlowicz, Coutinho, & Figuiera, 2009; Dolgin et 
al., 2007; Kazak et al., 2004; Pai et al., 2007; Roddenberry & Renk, 2008).  Elevated PTSS can 
include difficulty regulating negative affect and cognitions related to the trauma, attempts to 
avoid emotions and thoughts related to the trauma, feelings of detachment from others, restricted 
range of affect, increased irritability and anger, and difficulty regulating physiological and 
emotional arousal in response to trauma-related cues (American Psychiatric Association, 2000; 
Tull, Jakupcak, Paulson, & Gratz, 2007).  Further, the symptoms associated with PTSD can 
interfere with cognitive processes and executive functioning (LaGarde, Doyon, & Brunet, 2010; 
Leskin & White, 2007) and may impede parents’ ability to make important treatment decisions 
and to provide emotional support to their children.  Therefore it is important to understand PTSS 
and other symptoms of distress in parents near the time of a child’s diagnosis when parents are 
making important treatment decisions and helping their children cope.  
The current studies aimed to provide further information on rates of elevated PTSS and 
PTSD and to identify characteristics of parents of children with cancer who meet criteria for 
elevated PTSS and PTSD.  The long-term goal of this research is to inform the allocation of the 
often limited psychosocial resources available to parents in medical settings where children are 
treated for cancer.  Previous studies have found varied results with regard to mean levels of 
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PTSS and the proportion of parents who exceed clinical cut-offs, with some studies concluding 
that having a child with cancer does not lead to increased PTSS in parents and others concluding 
that high levels of PTSS are common in both mothers and fathers of children in treatment for 
pediatric malignancies (e.g., Jurbergs, Long, Ticonia, & Phipps, 2009; Kazak, Boeving, Alderfer, 
Hwang, & Reilly, 2005; Pöder, Ljungman, & von Essen, 2008).  In a review of 16 studies that 
assessed cancer-related PTSD and PTSS in parents of children with cancer, prevalence of PTSD 
ranged from 6% to 25% for current cancer-related PTSD, 27% to 54% for lifetime prevalence of 
cancer-related PTSD, and 25% to 44% for current subthreshold but moderate PTSS (Bruce, 
2006).  Variability in levels of PTSS and PTSD both across studies and within samples has led to 
a call for additional multi-site studies as a priority for future research (Jurbergs et al., 2009).  
Many studies of parents’ PTSS have been with parents of childhood cancer survivors 
who had completed treatment (e.g., Baraket et al., 1997; Kazak et al., 2004).  Studies of parents 
whose children who were on active treatment have included samples of a wide range of time-
since-diagnosis (e.g., 2.5 to 44 months; Kazak et al., 2005), which introduces an additional 
source of variability to parents’ symptoms reported.  Other studies have included relatively small 
sample sizes and reduced power to find clinically significant levels of PTSS in parents at any 
single point in time (e.g., Jurbergs et al., 2009; Phipps, Long, Hudson, & Rai, 2005).   
Questionnaires have been the most commonly used method to assess parents’ PTSS but a 
subset of studies have used diagnostic interview methods to assess PTSD in parents of children 
with cancer (Libov et al., 2002; Kazak et al., 2001; Kazak et al., 2004; Manne, DuHamel, 
Gallelli, Sorgen, & Redd, 1998; Manne et al., 2002; Manne et al., 2004; Pelcovitz et al., 1996).  
Three studies that used diagnostic interview methods involved parents whose children were all 
off treatment (Libov et al., 2002; Kazak et al., 2001; Kazak et al., 2004; Pelcovitz et al., 1996) 
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and included a wide range of time-since-treatment ended (e.g., 5 months to 16 years; Kazak et 
al., 2004; 0 to 11 years, Pelcovitz et al., 1996).  Three studies exclusively involved mothers of 
children undergoing bone marrow and stem cell transplants (Manne et al., 1998; Manne et al., 
2002; Manne et al., 2004).  However, no study to date has used interview methods to assess 
parents’ PTSD in a sample comprised completely of parents within 3 years of their child’s 
diagnosis and has included parents of children with a range of diagnoses and treatments 
representative of cancer treatment centers.  The current studies were designed to address these 
issues. 
The current studies build on the previous literature by examining several sources of 
variability in previous research.  First, parents were assessed at two time points: (1) within 6 
months of their child’s diagnosis and at least 2-weeks post-diagnosis when children were on 
active treatment and (2) approximately 1 year later during their child’s ongoing cancer treatment.  
These periods are both consistent with Phase II in Kazak et al.’s (2006) model of pediatric 
medical traumatic stress and refer to the period after the initial traumatic event (i.e., diagnosis) 
when traumatic stress symptoms are early, ongoing, and evolving and trauma cues are prevalent.  
This phase is in contrast to Phase I, which refers to the occurrence of the traumatic event itself, 
and Phase III, which refers to the period of time when treatment and acute threat have resolved 
or ended, and usually includes survivors of childhood cancer and their parents (Kazak et al., 
2006).  The current studies were designed to include prospective analyses of parents whose 
children were still on treatment. 
Further, it is important to address the question of whether parents’ responses are specific 
to PTSS or if they also exhibit general psychological distress in the form of depressive and 
anxiety symptoms.  Marshall, Schell, and Miles (2010) demonstrated (in adults exposed to 
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community violence or natural disaster) that PTSS may be more appropriately conceptualized as 
part of general emotional distress, and that PTSS is often found along with elevated symptoms of 
dysphoria and anxiety.  Many studies have reported elevated PTSS in parents of children with 
cancer (e.g., Kazak et al., 2005), but relatively few studies have examined depression and anxiety 
symptoms in parents of children with cancer.  Norberg and Boman (2008) did find that parents of 
children with cancer showed increased depression and anxiety symptoms relative to healthy 
controls.  If elevated PTSS in response to a child’s cancer diagnosis and treatment is part of a 
more general emotional distress that includes symptoms of anxiety and depression, these 
findings would have implications for how to approach supportive psychological care for these 
parents. 
The current studies also build on this research of parents of children with cancer by 
including assessments of parents’ reactions to other potentially traumatic events they may have 
experienced prior to their child’s cancer.  Previous research has found that exposure to previous 
traumatic events increases the risk of developing PTSD in response to a subsequent traumatic 
event (e.g., Dohrenwend et al., 2006; Resnick, Yehuda, Pitman & Foy, 1995).  Previous work 
with mothers of childhood cancer survivors found, however, that the number of previous 
traumatic events reported by mothers was not related to their PTSD symptomatology in reference 
to their child’s cancer (Manne, Duhamel, & Redd, 2000).  Notably, Manne et al. (2000) only 
assessed the number of previous traumatic events and did not also assess symptoms related to 
those previous traumas.  Additional clarification of how previous traumatic events may be 
related to parents’ PTSS in response to their child’s cancer may help clinicians identify existing 
risk factors for parents whose child is newly diagnosed.   
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Coping 
Decades of research has established that the ways that individuals cope with life stress is 
an important predictor of the adverse psychological and physical consequences of stress (Taylor 
& Stanton, 2007).  Therefore, it stands to reason that the coping strategies that parents employ to 
deal with the stressors associated with their child’s cancer diagnosis and treatment may be 
important in determining their psychological distress.  For example, in a sample of women with 
breast cancer, coping strategies such as emotional expression, cognitive reframing, and 
acceptance were related to fewer symptoms of anxiety, depression, intrusive thoughts, and 
avoidance (Compas et al., 2006a).  In general, a wide range of psychological symptoms, 
especially anxiety and mood symptoms, have been conceptualized in terms of difficulties in 
coping and emotion regulation (e.g., Compas, Connor-Smith, Saltzman, Thomsen, & 
Wadsworth, 2001; Rottenberg & Gross, 2007).  For example, PTSD includes an inability to 
regulate negative affect and cognitions related to the trauma, attempts to avoid emotions and 
thoughts related to the trauma, and an inability to modulate physiological and emotional arousal 
in response to trauma-related cues (Pineles et al., 2011; Tull et al., 2007).  In a study of self-
reported symptoms of PTSD and emotion regulation, total PTSD symptoms and cluster 
symptoms were significantly related to difficulties in emotion regulation (Tull et al., 2007).  
Therefore, coping may play an important role in the development of PTSS in parents of children 
with cancer. 
 Coping is defined as ―conscious volitional efforts to regulate emotion, cognition, 
behavior, physiology, and the environment in response to stressful events or circumstances‖ 
(Compas et al., 2001; p. 89).  The current study conceptualized coping according to an 
empirically-supported model (e.g., Compas et al. 2006a; Connor-Smith & Calvete, 2004; 
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Connor-Smith, Compas, Wadsworth, Thomsen, & Saltzman, 2000; Wadsworth, Reickman, 
Benson, & Compas, 2004; Yao et al., 2010) that organizes coping strategies along the dimension 
of engagement and disengagement (Connor-Smith et al., 2000).  Disengagement coping involves 
efforts to withdraw from and avoid the stressor or one’s emotions and thoughts about the 
stressor, including volitional withdrawal, denial, and avoidance (Connor-Smith et al., 2000).  
Engagement coping, in contrast, involves efforts to directly change or reduce the source of stress 
itself or one’s emotional responses to the stressor.  
Engagement coping is further distinguished along a dimension of control into primary 
control and secondary control engagement coping. Specifically, primary control engagement 
coping includes efforts to assert control over the stressor or one’s responses to it and includes 
problem solving, emotional expression, and emotion modulation. Secondary control engagement 
coping includes attempts to align oneself with the environment and the context of the stress, and 
includes positive thinking, acceptance, cognitive reframing, and distraction (Connor-Smith et al., 
2000). Primary and secondary control coping efforts are generally related to better psychological 
and emotional adjustment in the face of a stressor (e.g., Compas et al., 2006a, 2006b; Connor-
Smith et al., 2000; Wadsworth et al., 2004).   
A small number of studies have examined coping in parents of children with cancer.  In a 
sample of mothers whose children were undergoing bone marrow or stem cell transplant, Manne 
et al. (2003) found that mothers’ use of acceptance, humor, and emotional social support were 
related to decreased depressive symptoms over time, but mothers’ use of planning (i.e., how to 
confront the stressor) was associated with increased depressive symptoms.  Another study of 
coping in parents of children with cancer focused on parents whose children were between 1 
week and 180 months past diagnosis (Norberg, Lindblad, & Boman, 2005).  Norberg et al. 
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(2005) found that parents who reported using more active problem-focused coping (e.g., acting 
immediately, being goal-oriented, sorting things out) and less avoidance and passive reactions 
(e.g., isolating oneself, fantasizing) also reported lower levels of anxiety and depression.  
Alternatively, parents’ use of palliative reactions (e.g., engaging in other activities, trying to 
relax) and expressing negative emotions such as annoyance and anger were related to more 
anxiety and depression (Norberg et al., 2005).  The current study examined parents’ coping and 
distress at two time points and builds on previous research by using a well-validated measure of 
coping (e.g., Connor-Smith & Calveta, 2003; Connor-Smith et al., 2000) in order to address the 
question of how coping strategies may contribute to PTSD symptoms in parents of children with 
cancer. 
 
Emotion Processes 
In addition to the specific coping strategies parents employ to deal with the stress of their 
child’s cancer, the ways in which parents think about, process, and regulate emotions in general 
may provide important information on the correlates and characteristics of PTSD and PTSS in 
this sample.  These general emotion processes capture the framework of how a parent thinks and 
feels about different emotions (Gottman, Katz, & Hooven, 1996) as well as how they attempt to 
regulate their emotions when reporting on their general regulation strategies (Gross & 
Thompson, 2007).  The current studies examined the three ―meta-emotion‖ processes of 
emotional awareness, acceptance, and regulation (Gottman et al., 1996), and two emotion-related 
processes that are central to the regulation of emotions: cognitive reappraisal and emotional 
suppression. 
Emotional awareness is the tendency to notice and describe one’s own emotional 
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experiences, including their onset, experience, and attempts at regulation (Katz & Hunter, 2007).  
Greater emotional awareness has been associated with better psychological functioning in adults 
(e.g., Frewen et al., 2008; Gohm, Corser, & Dalsky, 2005). For example, Frewen and colleagues 
(2008) found that among adults who had experienced a motor vehicle accident, those with PTSD 
had lower emotional awareness than adults without PTSD.  Awareness of one’s emotions may be 
a precursor to the ability to activate efforts to modulate and regulate emotions under stress. 
 Emotional acceptance is the degree to which an individual expresses comfort with 
emotions, evaluates their own emotions as natural and necessary, and freely and comfortably 
expresses emotions (Hayes et al., 2004; Gratz & Roemer, 2004; Yap, Allen, Katz, & Leve, 
2008). Emotional acceptance has been found to be associated with better psychosocial 
functioning in adults. For example, among men with a history of interpersonal violence, their 
non-acceptance of emotions was associated with higher PTSD symptom severity, aggressive 
behavior, and trait anger (Tull et al., 2007).  Non-acceptance of emotions may disrupt and 
impede attempts at emotion-regulation. 
Emotion regulation is defined in the current study as successfully modifying the intensity 
of an emotion, experiencing a degree of control over the emotion, and having remediation 
strategies that work for dealing with the emotion (Katz, Mittman, & Hooven, 1994). There is 
relatively little published background research on Katz and colleagues’ (1994) conceptualization 
of emotion regulation as specified in their coding manual. Other studies have conceptualized 
emotion regulation similarly as efforts that are aimed at modulating one’s own anticipated and 
current emotional responses (Gross & Thompson, 2007).  Efforts to modify and regulate emotion 
have been related to fewer symptoms of anxiety, depression, intrusive thoughts, and avoidance 
(e.g., Compas et al., 2006a; Tull et al., 2007).  
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Cognitive reappraisal, or cognitive reframing, is an emotion regulation strategy that 
involves thinking about a stressor in a different way so as to reduce the stressful impact of that 
situation or stimuli (Gross & Thompson, 2007).  Cognitive reappraisal of an anger-inducing 
situation has been shown to reduce subjective anger and sympathetic nervous system arousal 
(e.g., Ray, Wilhelm, & Gross, 2008).  In the current study, parents reported on how often they 
use cognitive reappraisal in general as a strategy to change the valence or intensity of what they 
were feeling (Gross & John, 2003). 
Another important aspect of emotion processing involves the display of emotions. 
Suppression is a strategy that involves attempts to hide overt emotion responses (Gross & 
Thompson, 2007) and control the expression of an emotion that is being experienced (Watson & 
Greer, 1983).  Gross and Levenson (1997) found that suppression efforts led to less displayed 
happiness and more displayed sadness during an amusing video, but to a decrease in all 
displayed emotion during a negative emotional experience.  Suppression efforts, in other words, 
were related to emotional expressions that were incongruent to the context.  Efforts to limit 
emotional expression have also been shown to increase physiological arousal and to lead to a 
continuation of negative emotional experience (Gross & Levenson, 1997).  For example, in 
samples of breast cancer patients, efforts to suppress negative emotion (i.e., exert more 
emotional control) were related to more emotional distress (Iwamitsu et al., 2005) and higher 
levels of anxiety and depression (Ho, Chan, & Ho, 2004).   
In summary, the ways that parents and particularly parents faced with the diagnosis of 
cancer in their child, think about, process, and regulate their emotions in general may have 
important implications for their psychological and emotional functioning.  Their psychological 
functioning and emotional processing may also have implications for how they interact with their 
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children. 
 
Parenting Behavior, Distress, and Emotion Processing 
 Some of the first research into effective parenting documented that parents’ use of 
varying levels of warmth and structure are associated with children’s psychological development 
and adjustment (Baumrind, 1967, 1971, 1991).  More recent research has continued to 
demonstrate how appropriate levels of warmth and structure contribute to positive child 
developmental outcomes.  For example, higher levels of parents’ displayed warmth, which 
largely involves parents’ responsiveness to and displays of positive affect toward their child, 
have been related to fewer internalizing and externalizing problematic behaviors in children 
(e.g., Du Rocher Schudlich & Cummings, 2007; Jones et al., 2008; Kaczynski, Lindahl, Malik, 
& Laurenceau, 2006), more positive behaviors and more positive affect in children (e.g., Feng, 
Shaw, Skuban, & Lane, 2007), and higher self-esteem in children (e.g., DeHart, Pelham, & 
Tennen, 2006).  Parents’ reports of their own warmth and acceptance of their children have also 
been related to fewer internalizing and externalizing problems and greater total competence in 
children (Vannatta, Ramsey, Noll, & Gerhardt, 2010), and to successful weight loss in children 
with obesity (Stein, Epstein, Raynor, Kilanowski, & Paluch, 2005).  Parental hostility, or critical 
rejection of a child by a parent, on the other hand, has been related to more internalizing 
problems in children (e.g., Kaczynski et al., 2006). 
 Research on parents’ provision of structure for their children’s behavior has focused on 
both appropriate levels of structure through parental supervision and inappropriate levels of 
structure through intrusive and highly-controlling parenting, as well as a lack of structure 
characterized by parental withdrawal and neglect (e.g. Champion et al., 2009).  Observation and 
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parent self-reports of over-protective, controlling, and intrusive parenting behavior have been 
significantly related to more anxiety problems in children (e.g., Barrett, Fox, & Farrell, 2005; 
Hudson & Rapee, 2001; Hummel & Gross, 2001) and more child depressive symptoms and 
externalizing behavior in children (e.g., Holmbeck et al., 2002).  Research on parental 
withdrawal, which includes an absence of structure in a parent’s behavior, has found that more 
withdrawn parenting is related to more symptoms of anxiety and depression in children (e.g., 
Jaser et al., 2005; Langrock, Compas, Keller, Merchant, & Copeland, 2002). 
Firm behavioral control is a construct that reflects parents’ provision of consistent 
structure for their children and consists of parents’ monitoring their children’s behaviors, setting 
age-appropriate expectations for behavior, and consistently enforcing consequences with their 
children (Schwarz, Barton-Henry, & Pruzinsky, 1985).  Behavioral control is thought to facilitate 
a child’s development by providing specific guidance and supervision of their behavior (Smetana 
& Daddis, 2002).  Parents’ use of firm behavioral control has been related to lower rates of 
delinquent behavior in adolescents (Barber, 1996).  Behavioral control was unrelated to 
psychological adjustment in children whose mother had breast cancer but related to increased 
internalizing problems in children of a control group (Vannatta et al., 2010).  These results 
suggest that parents’ use of behavioral control and its relation to child adjustment may differ 
depending on the environmental context of and ongoing stressors encountered by a family. 
The current study also assessed a second type of parental control in the form of parents’ 
psychological control, which includes parents’ attempts to control their child’s activities and 
behavior by manipulating or invalidating the child’s emotional experience through strategies 
such as intrusiveness, guilt-induction, and love-withdrawal (Barber, 1996; Pettit, Laird, Dodge, 
Bates, & Criss, 2001; Smetana & Daddis, 2002).  Psychological control is thought to 
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significantly impede children’s development of autonomy and make the child emotionally 
dependent upon the parent (Barber, 1996).  It has been related to higher depressive symptoms in 
children (Barber, 1996), loneliness in adolescents (Freeman & Barber, 1996), eating disorders in 
adolescents (Jensen & Barber, 1995), and children and adolescents’ delinquent behavior and 
anxiety (Pettit et al., 2001).  In a sample of children with spina bifida and their mothers and 
fathers, mothers’ overprotectiveness, defined in part by their use of psychological control 
strategies, was associated with children’s diminished behavioral autonomy and mothers’ lower 
willingness to grant autonomy to their children in the future (Holmbeck et al., 2002).  Further, 
children’s lower behavioral autonomy mediated the relation between mothers’ psychological 
control and children’s externalizing problems, suggesting that the effect psychological control 
has on a child’s autonomy may be the pathway through which other problems develop 
(Holmbeck et al., 2002). 
Parental behaviors may be especially important during a significant stressor like cancer 
diagnosis and treatment, when children’s own coping resources may become taxed as stress 
levels increase and their available cognitive resources become depleted (e.g., Sweller, 2005; 
Wadsworth & Compas, 2002).  However, parents’ behaviors toward their child with cancer may 
be affected by parents’ own emotional distress about their child’s disease.  The current study 
focused on how parents’ behavior towards their children may be related to their own levels of 
distress and their emotion processes.   
 Previous research with a variety of populations has shown that parents’ own emotional 
distress is related to their parenting behavior (e.g., Champion et al., 2009; Du Rocher Schudlich 
& Cummings, 2007).  For example, parents with a diagnosed anxiety disorder display 
significantly less warmth to their children than non-anxious parents (e.g., Hirschfeld, Biederman, 
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Brody, Faraone, & Rosenbaum, 1997; Warren et al., 2003; Whaley, Pinto, & Sigman, 1999; 
Woodruff-Borden, Morrow, Bourland, & Cambron, 2002).  Other studies have demonstrated that 
parents’ symptoms of anxiety and depression are related to over-involved and over-protective 
parenting style (Bayer, Sanson, & Hemphill, 2006) and that maternal and paternal dysphoria is 
related to more negative parenting by both mothers and fathers (Du Rocher Schudlich & 
Cummings, 2007.; Jaser et al., 2008).  Observational studies have found that parents’ symptoms 
of anxiety and depression are significantly related to less warmth (e.g., Warren et al., 2003) and 
more over-control when interacting with their child (Bayer et al., 2006).  
Among parents of children with cancer, who as noted previously may be at increased risk 
specifically for PTSD and PTSS (Bruce, 2006), parents’ ability to provide emotional support and 
information/structure to their child may be thwarted by high levels of psychological and 
emotional distress.  PTSD symptoms include feelings of detachment and estrangement from 
others and a restricted range of affect, typically described as an inability to experience affection 
towards others, as well as irritability and anger (American Psychiatric Association, 2000), and 
physiological hyperarousal and intrusive thoughts that can interfere with cognitive ability and 
executive functioning (Lacey & Lacey, 1979).  PTSD also involves an intense desire to avoid 
stimuli related to the trauma, which are the topics that children in this population may most need 
to talk about with their parents.   
 Initial research showed that in a group of parents of childhood survivors of cancer, 
parents’ PTSS were related to less family satisfaction and poorer family communication (Kazak 
et al., 1997).  In a sample of war veterans, veterans with PTSD were compared to veterans 
without PTSD, and those with PTSD reported high levels of parenting problems (55 vs. 17%, 
respectively), a high number of marital problems (49 vs. 9%), and extremely poor family 
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adjustment (54 vs. 19%; Jordan et al., 1992). These findings support the hypothesis that PTSD 
symptoms will be related to parenting that involves less acceptance/warmth and behavioral 
control and more psychological control.  
In addition to the effect that parents’ distress can have on their parenting behavior, other 
aspects of parents’ emotion processes may also have an impact on their parenting behavior.  For 
example, emotional awareness and emotional acceptance have been associated with better 
parenting behavior (e.g., Yap et al., 2008).  Mothers who were more emotionally aware were less 
likely to respond aversively to their adolescent’s displays of emotion during a parent-child 
interaction (Yap et al., 2008).  Parents who were more accepting of emotions were also less 
likely to respond aversively to their adolescent’s displays of emotions during an observed parent-
child interaction task (Katz & Hunter, 2007; Yap et al., 2008).   
Parents’ displays of emotion may also have implications for how they parent their 
children.  Distressed parents who attempt to suppress or dampen the expression of their own 
emotions may be subject to increased physiological arousal and to continuation of their 
experience of negative emotions.  Increased physiological, emotional, and cognitive costs of 
suppressing displayed emotion (e.g., Gross & Thompson, 2007; Lacey & Lacey, 1979) may 
impede parents’ ability to engage in effective levels of warm and structured parenting.  
 Furthermore, parents’ emotion regulation, cognitive reappraisal, and coping strategies 
may be related to both their psychological functioning and their parenting behavior, given the 
research reviewed here.  The current studies focused on parents of children with cancer who 
exhibit a wide range of levels of PTSS.  If parents of children with cancer, as hypothesized, 
exhibit varying levels of positive and negative parenting behavior, it will be important to identify 
what processes, in addition to psychological distress, are related to their use of these parenting 
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behaviors.  Parents’ emotional awareness, acceptance, regulation, suppression, cognitive 
reappraisal, and coping strategies may interact with their levels of psychological distress in such 
a way that parents who engage in high levels of emotional awareness, acceptance, regulation, 
cognitive reappraisal, and primary and secondary control coping, and low levels of suppression 
and disengagement coping may be able to exhibit more positive and less negative parenting 
behavior, despite experiencing high levels of distress. 
 The current research was comprised of two studies that include data on parents’ 
psychological distress, coping, emotion processing, and parenting behaviors in the context of 
their child being diagnosed with and treated for cancer.  The first study focuses on parents’ PTSS 
and PTSD diagnoses in response to their child’s cancer as related to their reported coping 
strategies and general emotion processing at the same point in time and over time.  The second 
study focuses on parents’ psychological distress and their general emotion processing in relation 
to their parenting behaviors. 
 
Research Questions and Hypotheses: Study 1 
 The first study (Study 1) examined parents’ PTSD symptoms and diagnoses and 
psychological distress related to their child’s cancer, parents’ coping specific to the stress of their 
child’s cancer, and their general emotion processing (see Figure 1 for heuristic model).  This 
study addressed the following sets of research questions.  The first set of questions focused on 
parents’ psychological distress in response to their child’s cancer at two points in time.  First, 
what are the levels of parents’ PTSS, depressive, and general anxiety symptoms close in time to 
their child’s diagnosis?  Second, given these parents’ specific risk for PTSS (e.g., Bruce, 2006; 
Cabizuca et al., 2009), what were the rates of PTSD and partial PTSD among parents related to 
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their child’s cancer reported through a diagnostic interview one-year after their child’s cancer 
diagnosis?   
 
 
 
 
 
 
 
Figure 1.  Heuristic model of the constructs and relations examined in Study 1. 
 
Third, what were the rates of PTSD and partial PTSD related to past trauma among parents of 
children with cancer, and what kinds of past traumatic events were reported?  Fourth, what 
percentage of the sample endorsed items at a subthreshold and threshold level when reporting on 
their child’s cancer and other past trauma?  And finally, how does parents’ self-reported distress 
close in time to their child’s diagnosis predict their PTSD symptoms reported through diagnostic 
interview approximately 1 year later? 
 The second set of research questions in Study 1 focused on parents’ coping related 
specifically to dealing with the stressors associated with their child’s cancer and treatment.  First, 
how does parents’ coping relate to their psychological distress near the time of their child’s 
cancer diagnosis?  I hypothesized that parents who reported using more primary and secondary 
control coping and less disengagement coping would report lower levels of psychological 
distress.  Second, how does parents’ coping close in time to their child’s diagnosis predict their 
Psychological distress 
BDI, BAI, IES 
Coping: Primary control, 
secondary control, 
disengagement 
PTSD and symptoms: 
Cancer-related 
Other-related 
Emotion processes: 
awareness, acceptance, 
regulation, reappraisal, 
suppression 
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PTSD symptoms 1 year later?  I expected that reports of more primary and secondary control 
coping would be related to fewer PTSD symptoms, but disengagement coping would be related 
to more PTSD symptoms. 
The third set of research questions in Study 1 focused on parents’ more general emotion 
processes, including emotional awareness, acceptance, regulation, cognitive reappraisal, and 
suppression.  First, how do parents’ general emotion processes interrelate, including across 
interview and questionnaire methods of assessment?   Second, how do parents’ general emotion 
processes relate to the specific coping strategies they report using to deal with stressors related to 
their child’s cancer close in time to their child’s diagnosis?  Third, how do parents’ emotion 
processes relate to their psychological distress reported near their child’s diagnosis and later in 
time?  It is hypothesized that parents’ reports of more emotional awareness, acceptance, 
regulation, and cognitive reappraisal would be related to less psychological distress, whereas 
reports of more emotional suppression would be related to more psychological distress. 
Finally, Study 1 examined factors that may account for parents’ PTSD symptoms 
reported in a structured diagnostic interview approximately 1 year after their child’s cancer 
diagnosis.  First, do parents’ specific coping responses account for their PTSD symptoms later in 
time after controlling for their initial distress?  Second, do parents’ general emotion processes 
account for their PTSD symptoms after controlling for their initial distress?  Third, among 
parents who endorsed symptoms related to previous trauma, do number of previous traumatic 
events or symptoms related to previous trauma account for PTSD symptoms related to their 
child’s cancer? 
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CHAPTER II 
 
METHOD: STUDY 1 
 
Participants 
 Sixty parents participated in this prospective study and completed data at two time points.  
Parents were recruited from cancer registries at two pediatric oncology centers—Vanderbilt 
University/Monroe Carrel Jr. Children’s Hospital and Ohio State University/Nationwide 
Children’s Hospital—as part of a larger study of family adjustment to childhood cancer.  Eligible 
parents had children who: (a) were ages 5 to 17-years-old; (b) had a new diagnosis or 
relapse/recurrence of initial cancer diagnosis (i.e., child’s treatment progressed to maintenance 
phase or further and initial diagnosis recurred);  (c) were receiving or had received treatment 
through the oncology division; and (d) had no pre-existing developmental disability. 
Eighty-four eligible families who had already completed the first phase of the larger 
study of family adjustment to childhood cancer were approached about the current study, and 
80% (n = 68) had at least one parent consent to participate.  Ninety-one percent (n = 62) of 
consenting families had at least one parent provide complete data at both time points.  Two 
families had both mother and father participate; one parent from each of these families was 
randomly chosen to include in the dataset.  Two parents only completed the first half of the 
interview at Time 2 and were therefore excluded (when the relevant data analyses were re-run to 
include these two parents, there were no significant differences in findings).  Therefore, the final 
data set included 60 parents, 54 mothers and 6 fathers, ages 24 to 55 years old (M = 38.6, SD = 
7.1). 
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Parents completed the Time 1 assessment between 2 and 35 weeks after their child’s 
diagnosis (M = 9.3, SD = 7.5).  Parents completed the Time 2 assessment between 12 and 134 
weeks after their child’s diagnosis of cancer (M = 69.6, SD = 34.2).  All parents completed the 
Time 1 assessment before they completed the Time 2 assessment. However, 14 parents (23%) 
completed their Time 2 assessment between 12 and 35 weeks after their child’s diagnosis, such 
that there is overlap in about a quarter of the sample of when Time 1 and Time 2 assessments 
were completed with reference to the child’s date of diagnosis.  The length of time between the 
Time 1 and Time 2 assessments ranged from 4 to 125 weeks (M = 56.8 weeks, SD = 36.0).  
Parents in the larger study of family adjustment to cancer who completed the Time 1 assessment 
did not differ from parents who agreed to also complete the Time 2 assessment on any measure 
of psychological distress at Time 1.  Parents who participated in Time 2 reported significantly 
more years of education (t = 2.60, p < .05, d = .42) and significantly higher annual family 
incomes (t = 2.0, p < .05, d = .36) than parents who completed only Time 1.  Table 1 describes 
the sample demographically.   
Parents’ children were ages 5 to 17 years (M = 10.7, SD = 3.9), and 34 children (57%) 
were male.  Four of the children (6.7%) were recruited into the study after a recurrence of their 
original cancer and 56 children were being treated for first diagnoses.  Duncan scores of SES for 
families based on reports of currently-held jobs and responsibilities within those jobs (TSEI2; 
Nakao & Treas, 1992) indicated that parents held positions ranging from stay-at-home parent to 
university professor, averaging positions equivalent to technicians and administrative support 
professionals (M = 45.1, SD = 26.0).  
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Table 1 
Demographic characteristics (Study 1) 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Procedure 
 Parents were recruited into a study of family adjustment to childhood cancer at the two 
participating pediatric oncology centers in the Midwestern and Southern United States.  During 
this first phase of the larger study, which took place 2 to 35 weeks after a child’s diagnosis (M = 
 Parents 
(n = 60) 
 
M SD 
Age  38.6 7.1 
   
 N % 
Race    
      White 48 80.0 
      African-American 8 13.3 
     American-Indian/Native Alaskan 1 1.7 
      Other 1 1.7 
Ethnicity 
     Hispanic 
     Non Hispanic 
 
4 
53 
 
6.7 
88.3 
Annual Family Income    
       < $25,000 15 25.0 
       $25,001 – $50,000 9 15.0 
       $50,001 – $75,000 8 13.3 
       $75,001 – $100,000 11 18.3 
       > $100,000 15 25.0 
Education   
     Some high school 4 6.7 
     Graduated high school 7 11.7 
     Some technical school 3 5.0 
     Graduated technical school 3 5.0 
     Some college 16 26.7 
     Graduated college 18 30.0 
     One or more years graduate school 9 15.0 
Marital Status    
    Married/Living with Someone 45 75.0 
    Single, Divorced, Separated,   
    Or Widowed 
15 25.0 
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9.3, SD  = 7.5), parents completed questionnaires assessing demographic information, 
psychological distress (i.e., Beck Depression Inventory-II, BDI-II; Beck, Steer, & Brown, 1996; 
Beck Anxiety Inventory, BAI; Beck & Steer, 1990; Impact of Event Scale Revised, IES-R; 
Weiss & Marmar, 1997), and coping with the stress of their child’s cancer (i.e., Responses to 
Stress Questionnaire, RSQ; Connor-Smith et al., 2000).   Families were compensated $50 when 
at least one parent returned these questionnaires.  The institutional review board at both study 
sites approved the protocol.   
After parents completed the questionnaires at Time 1, they were approached about 
participating in the Time 2 assessment, which parents completed between 12 and 134 weeks after 
their child’s diagnosis of cancer (M = 69.6, SD = 34.2).   At Time 2, parents completed interview 
measures of PTSD symptoms and PTSD diagnoses (i.e., Structured Clinical Interview for DSM-
IV, SCID; First, Spitzer, Gibbon, & Williams, 2007) and meta-emotion processing (i.e., Meta 
Emotion Interview, MEI; Katz & Gottman, 1986), and they completed questionnaire assessments 
of emotion regulation (i.e., Emotion Regulation Questionnaire, ERQ; Gross & John, 2003; 
Courtauld Emotional Control Scale, CECS; Watson & Greer, 1983).  These parent assessments 
were conducted by a team of six trained interviewers, including the first author, two doctoral 
students in clinical psychology, a post-baccalaureate research assistant, and a doctoral-level 
psychologist.  Interviews were conducted in the outpatient unit of the pediatric oncology 
treatment center (45%), over the phone (43%), in the inpatient unit of the pediatric oncology 
treatment center (10%), and in research space on a university campus (1.6%).  Parents were 
compensated $20 when they completed the interview and questionnaires at Time 2.  The 
institutional review board at both study sites approved the protocol. 
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Measures 
Time 1 assessment.  Parents completed this assessment on average 9.3 weeks after their 
child’s diagnosis (SD = 7.5), including a demographics questionnaire that assessed age, ethnicity, 
race, marital status, and socio-economic status according to the Revised Duncan Socioeconomic 
Index (TSEI2; Nakao & Treas, 1992).  
Psychological distress. Participants completed the Impact of Event Scale-Revised (IES-
R; Weiss & Marmar, 1997) in reference to their child’s cancer as an index of their intrusive 
thoughts, avoidance, physiological hyperarousal, and total traumatic stress symptoms.  The IES-
R is a 22-item standardized measure developed to closely parallel DSM-IV criteria for PTSD 
(American Psychiatric Association, 2000).  Participants rate each item by how distressing each 
symptom experienced was over the past 7 days from 0 (not at all) to 4 (extremely).  Three cluster 
scales (intrusion, avoidance, hyperarousal) and a total summary score are derived.  The IES-R 
has been used with parents of children with cancer (e.g., Kazak et al., 2004; Phipps et al., 2005), 
and demonstrates good reliability and validity (Weiss & Marmar, 1997).  Internal consistency 
reliabilities for the IES-R with the current sample were α = .94 for total scores, α = .85 for 
intrusive symptoms; α = .83 for avoidance symptoms; and α = .86 for hyperarousal symptoms.  
Parents completed the Beck Depression Inventory-II as a measure of current depressive 
symptoms (BDI-II; Beck et al., 1996) and the Beck Anxiety Inventory as a measure of current 
generalized anxiety symptoms at Time 1 (BAI; Beck & Steer, 1990).  Both are well-standardized 
measures of symptoms of depression and anxiety in non-psychiatric samples and demonstrate 
good psychometric properties (Steer, Ranieri, Beck, & Clark, 1993).  Both measures have 21-
items on which participants rate the symptoms on a 4-point scale from 0 (no change/not at all) to 
3 (substantial change/severely).  Total depression scores are labeled: 0–13: minimal; 14–19: 
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mild; 20–28: moderate; and 29–63: severe (BDI-II manual, Beck et al., 1996).  Total anxiety 
scores are labeled: 0-7: minimal; 8-15: mild; 16-25: moderate 26-63: severe (BAI manual, Beck 
& Steer, 1990).  Internal consistency reliabilities in the current sample were: BDI-II: α = .94; 
BAI: α = .90.   
 Coping.   Parents completed the Pediatric Cancer Version of the Responses to Stress 
Questionnaire (RSQ; Connor-Smith et al., 2000; Miller et al., 2009). The RSQ contains 57 items 
that ask the parent to report on their responses to stressors during the past 6 months related to 
their child’s cancer (e.g., not knowing if my child’s cancer will get better; talking with my child 
about cancer; paying bills and family expenses; Rodriguez et al., under review).  Factor analyses 
of the RSQ have identified five primary factors (Connor-Smith et al., 2000): primary control 
engagement coping (problem solving, emotional expression, emotional modulation), secondary 
control engagement coping (cognitive reframing, positive thinking, acceptance, distraction), 
disengagement coping (avoidance, denial, wishful thinking), involuntary engagement (emotional 
arousal, physiological arousal, rumination, intrusive thoughts, impulsive action), and involuntary 
disengagement (cognitive interference, emotional numbing, inaction, escape).  The first three 
factors reflect voluntary coping processes, and the latter factors reflect involuntary stress 
responses.  The RSQ has demonstrated good internal consistency, test-retest reliability, and 
convergent and discriminant validity with a variety of diverse samples (e.g., Connor-Smith & 
Calvete, 2004; Connor-Smith et al., 2000; Wadsworth, et al., 2004).  In the current study, only 
the coping factors were examined (i.e., primary and secondary control coping and disengagement 
coping).  Internal consistency for primary control coping was .71, for secondary control coping 
was .77, and for disengagement coping was .82 in the current sample.  
 Time 2 assessment. Parents completed Time 2 assessments on average 69.6 weeks (SD = 
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34.2 weeks) after their child’s diagnosis, which included interview assessments of PTSD 
symptoms, PTSD, and meta-emotion processing and questionnaire measures of cognitive 
reappraisal and suppression. 
Posttraumatic stress symptoms and diagnoses. Parents completed the non-patient PTSD 
module of the Structured Clinical Interview for DSM-IV (SCID; First et al., 2007).  This 
interview includes items assessing each of the DSM-IV diagnostic criteria for PTSD, as well as 
current and lifetime PTSD.  Interviews were conducted by graduate student and post-
baccalaureate interviewers trained by a PhD-level clinical psychologist in the administration of 
the SCID.  The SCID has been used to assess PTSD in parents of childhood cancer patients and 
survivors (e.g. Kazak et al., 2004; Manne et al., 2002; Pelcovitz et al., 1996).  The PTSD module 
of the SCID was conducted first in reference to the child’s cancer diagnosis and treatment.  Here, 
current and lifetime (defined as since the child’s cancer diagnosis) symptoms were assessed.  An 
additional PTSD module in reference to other traumatic events was then conducted.  If other 
traumatic events were endorsed, the PTSD module was re-administered in reference to the most 
distressing traumatic event according to standard screen-in criteria (First et al., 2007); current 
and lifetime (defined as the participant’s lifetime) symptoms were assessed.  Diagnoses for 
cancer-related PTSD and other trauma-related PTSD were assigned.  Partial PTSD diagnoses 
were assigned when 2 out of 3 clusters (i.e., intrusive thoughts, avoidance, hyperarousal) were 
endorsed at threshold level (Manne et al., 1998).  Total symptom scores from the cancer-related 
module and other-related module were also calculated for each participant.  Interrater 
reliabilities, computed on 17% of the sample using kappas across all items for each double-coded 
interview averaged .81, which represents substantial agreement (Viera & Garrett, 2005).  Internal 
consistency reliabilities with the current sample for cancer-related total symptom score on the 
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SCID were α = .72 and for other trauma-related total symptom score were α = .89. 
 Emotion-related processes.  Parents completed the meta-emotion interview (MEI; Katz & 
Gottman, 1986), which is a semi-structured interview that assesses a parent’s thoughts and 
feelings about sadness, anger, and fear, focusing on their own experiences with these emotions. 
The interview also includes questions about their child’s experiences with these emotions, but 
these data are not included in the present analyses.  Examples of questions from the MEI include 
―What is it like for you to be sad (angry, afraid)?‖ and ―Is there anything you do to try to get 
through (resolve) feeling sad (angry, afraid)?‖ (Katz & Gottman, 1986).  Participants’ responses 
were audio-recorded and later coded according to the meta-emotion coding system by the first 
author (Katz et al., 1994).  
The coding system yields scores for five factors for each emotion of sadness, anger, and 
fear: emotional awareness, emotional acceptance, emotional expressivity, emotion remediation, 
and emotion regulation for each emotion.  Factors that were significantly correlated across 
emotions were aggregated to produce one score for each factor (Katz & Hunter, 2007).  In the 
current study, the three factors of emotional awareness, emotional acceptance, and emotion 
regulation were significantly correlated and appropriate to aggregate across emotions.  Because 
of their low intercorrelations across emotions, emotional expressivity and emotion remediation 
were excluded from present analyses (see Table 2).  Interrater reliabilities, computed on 17% of 
the sample using kappas across all items for each double-coded interview averaged .78, which 
represents substantial agreement (Viera & Garrett, 2005).  Kappas for the awareness, acceptance, 
and regulation dimensions averaged .80, .80, and .71, respectively.  Internal consistency 
reliabilities for awareness, acceptance, and regulation were α = .84, .57, and .71, respectively. 
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 Parents completed the Emotion Regulation Questionnaire (ERQ; Gross & John, 2003) as 
a self-report measure of cognitive reappraisal and suppression, or inexpression, of emotions. The 
ERQ has shown good internal consistency reliability, good test-re-test reliability, and has shown 
convergent and discriminant validity against measures of coping, mood state, rumination, and 
personality (Gross & John, 2003).  The ERQ yields two factors: reappraisal and suppression.  
Internal consistency reliabilities in the current sample were: α = .78 for reappraisal and α = .73 
for suppression.    
Parents also completed the Courtauld Emotional Control Scale (CESC; Watson & Greer, 
1983) as a second self-report measure of emotional suppression, or emotional control that 
assesses the extent to which a parent attempts to inhibit the expression of sadness, anger, and 
fear.  The CECS has shown good internal consistency reliability, good test-retest reliability, and 
good convergent validity (Watson & Greer, 1983).  The CECS yields an emotional suppression 
score for each emotion and a total emotional suppression score.  Only the total emotional 
suppression score is included in present analyses.  Internal consistency reliability in the current 
sample was α = .75 for the CECS.   
 Four of the 60 parents who completed the entire interview did not return the ERQ and the 
CECS.  When compared to parents who did return these two questionnaires by mail, the four 
parents who did not were not significantly different on measures of psychological distress (the 
small number of parents who did not return questionnaires led to low statistical power in these 
comparisons).  There was a large effect size (d = 1.21) for parents who did not return the 
questionnaires to have reported significantly more cancer-related PTSD symptoms on the SCID 
than parents who did return the questionnaires.  There were also medium effect sizes (d’s = .58 
and .73) for parents who did not return the questionnaires to have reported significantly more
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Table 2 
Correlations among emotions for each factor derived from the MEI (Study 1) 
  Awareness Acceptance Regulation Expressivity Remediation 
Awareness 
 Sadness Anger Fear Sadness Anger Fear Sadness Anger Fear Sadness Anger Fear Sadness Anger 
Anger .73*** ---             
Fear .62*** .69*** ---            
Acceptance 
Sadness .31* .13 .14 ---           
Anger .10 .03 -.10 .32* ---          
Fear .26* .17 .19 .33* .18 ---         
Regulation 
Sadness -.07 -.14 -.12 .13 .17 .12 ---        
Anger -.31* -.36** -.27* -.07 .23 .02 .27* ---       
Fear .11 .00 -.07 .07 -.05 .17 .36** .41** ---      
Expressivity 
Sadness .35* .27* .20 .45*** .11 .15 -.15 -.22 -.12 ---     
Anger .40** .33** .27* .13 .23 .11 -.01 -.04 .06 .24 ---    
Fear .35** .46*** .40** .10 -.03 .32* -.10 -.22 -.03 .26* .00 ---   
Remediation 
Sadness .43** .32* .36** .34** -.02 .09 .08 -.15 .11 .32* .21 .19 ---  
Anger .42** .38** .26* .13 .20 .13 .15 .08 .22 .02 .39** .10 .23 --- 
Fear .17 .14 .17 -.07 -.12 .16 -.01 .10 .24 .14 -.07 .43** .20 .01 
 
Note. ***p < .001; **p < .01; *p < .05.
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PTSD symptoms related to previous trauma and significantly more depressive symptoms at Time 
1 than those who did return the questionnaires.    
 
Statistical Analyses 
Means and standard deviations are reported for all measures.  Diagnoses of PTSD were 
assigned based on standardized criteria from the SCID.  Diagnoses of partial PTSD were 
assigned when parents met threshold criteria on 2 out of 3 cluster symptoms (Manne et al., 
1998).  To control for response bias and individual differences in base rates of item endorsement, 
proportion scores were calculated by dividing the total score for each factor by the total score for 
the entire RSQ (Vitaliano, Maiuro, Russo, & Becker, 1987).  Pearson correlations were 
calculated according to research questions and presented with significance values.  In order to 
examine which constructs may account for parents’ PTSD symptoms related to their child’s 
cancer, multiple linear regressions were performed.   Significance values and percent variance 
accounted for by the overall equation and beta values and significance values of individual 
predictors are reported.  Analyses were performed with pairwise deletion per analysis in order to 
maintain the largest sample size possible for analyses involving psychological distress. 
Power. The program G*Power 3.1.2 (Faul, Erdfelder, Buchner, & Lang, 2009) was used 
to calculate basic estimates of statistical power based on bivariate relations.  Based on a sample 
size of 60, with a p of .05 (two-tailed), the current sample had power of .80 to detect r’s of .25 or 
greater.  For the multiple linear regressions with four predictors, the current sample had power of 
.80 to detect F > 2.53.  For the multiple linear regressions with three predictors, the current 
sample had power of .80 to detect F > 2.77. (Post hoc multiple linear regression equation with 4 
predictors had a reduced sample of n = 27 and had power of .80 to detect F > 2.60.) 
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CHAPTER III 
 
RESULTS: STUDY 1 
 
Posttraumatic stress, depressive, and anxiety symptoms 
 Parents’ PTSS scores on the IES-R at Time 1 ranged from 0 to 68 (M = 29.7, SD = 17.2; 
see Table 5).  Parents also reported a mean level of depressive symptoms (M = 14.1, SD = 10.7) 
consistent with ―mild depression‖ (Beck, Steer, & Brown, 1996) and a mean level of generalized 
anxiety (M = 11.7, SD = 9.1) symptoms consistent with ―mild anxiety‖ at Time 1 (Beck & Steer, 
1990). 
 
Rates of PTSD and partial PTSD 
 At Time 2, 8% of parents met full diagnostic criteria for PTSD on the SCID related to 
their child’s cancer diagnosis at some point since their child’s diagnosis, and 5% met criteria for 
PTSD at the time of the interview (Table 3).  An additional 46.7% of the sample met criteria for 
partial PTSD related to their child’s cancer, defined as meeting diagnostic criteria for 2 of the 3 
clusters of symptoms (i.e., Intrusive thoughts, Avoidance, Hyperarousal), at any time since 
diagnosis, and 6.7% met criteria for current partial PTSD at the time of the interview.  A 
substantial portion of the sample (i.e., 20% of the full sample or 38.7% of parents who screened 
in to complete the past trauma module) also met full diagnostic criteria for PTSD at some point 
in their lifetime related to a previous trauma and 7% (i.e., 13% of parents who screened in to 
module) met criteria for PTSD related to previous trauma at the time of the interview.  An 
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additional 7% of all parents (i.e., 13% of parents who screened in to complete the past trauma 
module) met criteria for partial PTSD at some point in their lifetime related to a previous trauma  
(Table 3), but no parents met criteria for partial PTSD related to a previous trauma at the time of 
the interview.  Previous traumas reported by parents who screened in to complete the SCID in 
reference to a previous trauma (Table 3) included hearing about something terrible happening to 
a loved one (39%), seeing another person badly injured, killed, or dead (26%), experiencing 
sexual assault or rape (16%), and experiencing a motor vehicle accident (7%), natural disaster 
(6%), burglary (3%), or physical assault (3%).  Parents who screened in to the module 
experienced these traumas at ages ranging from 3 to 46 years old (M = 28.3, SD = 11.7).  Among 
all parents, an average of 2.4 qualifying traumatic events per person was reported (SD = 1.9). 
 
Item-level and cluster-level endorsement of PTSD symptoms 
 The most common symptoms reported by parents in response to their child’s cancer 
diagnosis at Time 2 (Table 4) were intrusive and uncontrollable thoughts of their child’s 
diagnosis and its repercussions (63% reported at threshold level) and having trouble falling 
and/or staying asleep (60% reported at threshold level).  Other symptoms that were highly-
endorsed symptoms by parents related to their child’s cancer were having difficulty 
concentrating (42%) and being hypervigilant to signs of danger (45%).  Endorsement of 
symptoms from the avoidance cluster (i.e., Cluster C) was less common, with only 12% of 
parents meeting threshold criteria for Cluster C (i.e., three or more symptoms endorsed at 
threshold level).  Within Cluster C parents most commonly endorsed significantly diminished 
interest in activities (27%) and feeling detached or estranged from others (22%).  The pattern
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Table 3 
Absolute and relative frequencies of PTSD and other traumas (Study 1) 
 % (n) 
Cancer-related:   
PTSD any time since dx   8.3   (5 of 60) 
PTSD current  5.0  (3 of 60) 
Partial PTSD since dx 46.7 (28 of 60) 
Partial PTSD current  6.7  (4 of 60) 
Other trauma-related:  
Reported > 1 trauma 90.0   (54 of 60) 
Screened in to full module 51.7   (31 of 60) 
57.4   (31 of 54) 
PTSD lifetime 20.0   (12 of 60) 
38.7   (12 of 31) 
PTSD current 6.7    (4 of 60) 
 12.9  (4 of 31) 
Partial PTSD lifetime 6.7     (4 of 60) 
12.9   (4 of 31) 
Partial PTSD current 0       (0 of 60) 
 0       (0 of 31) 
Types of traumatic events reported that participants subsequently screened in for: 
  
Hearing about something horrible 
e.g., loved one killed in car accident, friend 
committed suicide 
38.7 (12 of 31) 
Seeing another person killed, dead, or badly hurt 25.8 (8 of 31) 
Raped or sexually assaulted 16.1 (5 of 31) 
Natural disaster   6.4 (2 of 31) 
Motor vehicle accident 6.5 (2 of 31) 
Burglary  3.2 (1 of 31) 
Physically assaulted  3.2 (1 of 31) 
 M (SD) 
Number of traumatic events reported (n = 60) 2.4 (1.9) 
Med = 2.0, Range = 0 to 10 
Age in years at traumatic event if participant 
screened in to full module (n = 31) 
28.3 (11.7) 
Med = 31.0, Range = 3 to 46 
 
Note. Dx = child’s date of diagnosis of cancer; n = 31 participants screened in to the additional PTSD 
module of the SCID; two participants who met criteria for partial PTSD related to their child’s cancer 
endorsed A2 at a subthreshold level; the rest who met criteria for partial PTSD endorsed A2 at the 
threshold level.  These two participants were included to remain consistent with the looser criteria for 
partial PTSD than those for full PTSD.
33 
 
of parents’ endorsement of symptoms related to previous traumas, when applicable, was similar 
to cancer-related symptoms for the clusters of Intrusive Thoughts (i.e., Cluster B) and 
Hyperarousal (i.e., Cluster D; Table 4).  Avoidance symptoms, however, were much more 
common when parents reported on reactions to previous trauma than they were in reaction to 
their child’s cancer.  In fact, 48% of parents who screened in to report on their reaction to a 
previous trauma met criteria for Cluster C (i.e., three or more avoidance symptoms endorsed at 
threshold level).  Because endorsement of Cluster C was much more common in reference to 
previous trauma than in reference to their child’s cancer, parents were more likely to meet 
diagnostic for full PTSD (38.7%) rather than partial PTSD (13%) related to previous trauma.  
Rates of partial PTSD (48%) compared to full PTSD (8%) in parents related to their child’s 
cancer, however, were very high, since many parents endorsed Intrusive Thoughts and 
Hyperarousal, but endorsement of Avoidance was much rarer. 
 Parents who screened in to complete the second SCID module for a previous trauma by 
endorsing having experienced an A1 trauma (American Psychiatric Association, 2000) and 
meeting either subthreshold or threshold criteria for item A2 (i.e., experiencing the trauma with 
intense fear, terror, or helplessness) did not differ significantly from other parents in cancer-
related PTSD symptoms or Time 1 psychological distress.  One parent (1.7%) who met criteria 
for PTSD related to their child’s cancer also met criteria for PTSD related to a past trauma. 
 
Relation of psychological distress symptoms to PTSD symptoms prospectively 
 Parents’ reports of PTSS on the IES-R, depressive symptoms on the BDI-II, and anxiety 
symptoms on the BAI at Time 1 were significantly related to their report of cancer-related PTSD 
symptoms reported on the SCID at Time 2 (Table 5; r’s = .42 to .58, p’s < .001).  Additionally, 
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Table 4  
Relative frequencies of subthreshold and threshold endorsement and mean scores for SCID PTSD items related to cancer and other trauma (Study 
1) 
 
Symptom 
 
 
Threshold 
CANCER 
% (n) 
Subthreshold 
CANCER 
% (n) 
Threshold 
OTHER 
% (n) 
Subthreshold 
OTHER 
% (n) 
Cancer-
related  
M (SD) 
Other-
related 
M (SD) 
A2: experience trauma with intense distress 86.7 (52) 8.3 (5) 96.8 (30) 3.2 (1) 2.8 (.50) 2.9 (.50) 
B1: intrusive thoughts 63.3 (38) 16.7 (10) 67.7 (21) 16.1 (5) 2.4 (.81) 2.5 (.77) 
B2: dreams 10.0 (6) 15.0 (9) 25.8 (8) 35.5 (11) 1.4 (.66) 1.9 (.81) 
B3: re-experiencing 13.6 (8) 15.3 (9) 25.8 (8) 22.6 (7) 1.4 (.72) 1.7 (.86) 
B4: distress at reminders 25.0 (15) 31.7 (19) 41.9 (13) 32.3 (10) 1.8 (.81) 2.2 (.82) 
B: SUMMARY (at least 1) 73.3 (44)  74.2 (23)    
C1: avoid thoughts, feelings, conversations 6.7 (4) 11.7 (7) 38.7 (12) 6.5 (2) 1.3 (.57) 1.8 (.97) 
C2: avoid activities, places, people 3.3 (2) 10.0 (6) 41.9 (13) 12.9 (4) 1.2 (.46) 2.0 (.95) 
C3: cannot recall trauma 3.3 (2) 5.0 (3) 16.1 (5) 3.2 (1) 1.1 (.41) 1.4 (.75) 
C4: diminished interest 
 
26.7 (16) 20.0 (12) 32.3 (10) 3.2 (1) 1.7 (.86) 1.7 (.94) 
C5: felt distant or cutoff 21.7 (13) 16.7 (10) 41.9 (13) 0 1.6 (.83) 1.8 (1.0) 
C6: emotional numbing 15.0 (9) 21.7 (13) 48.4 (15) 3.2 (1) 1.5 (.75) 2.0 (1.0) 
C7: foreshortened future 10.0 (6) 15.0 (9) 29.0 (9) 3.2 (1) 1.4 (.66) 1.6 (.92) 
C: SUMMARY (at least 3) 11.7 (7)  48.4 (15)    
D1: trouble sleeping 60.0 (36) 10.0 (6) 38.7 (12) 19.4 (6) 2.3 (.91) 2.0 (.91) 
D2: irritability/anger outbursts 25.0 (15) 20.0 (12) 22.6 (7) 22.6 (7) 1.7 (.85) 1.7 (.83) 
D3: difficulty concentrating 42.4 (25) 13.6 (8) 32.3 (10) 19.4 (6) 2.0 (.94) 1.8 (.90) 
D4: hypervigilance 45.0 (27) 11.7 (7) 51.6 (16) 6.5 (2) 2.0 (.95) 2.1 (.98) 
D5: startle response 18.3 (11) 5.0 (3) 25.8 (8) 9.7 (3) 1.4 (.79) 1.6 (.88) 
D: SUMMARY (at least 2) 61.7 (37)  51.6 (16)    
F: significant impairment 51.7 (31) 11.7 (7) 50.0 (15) 13.3 (4) 2.2 (.94) 2.1 (.94) 
PTSD any time since dx/lifetime 8.3 (5)  38.7 (12)    
PTSD current 5.0 (3)  12.9 (6)    
Partial PTSD since dx/lifetime 46.7 (28)  12.9 (4)    
Partial PTSD current 6.7 (4)  0 (0)    
Note. Rates on other trauma module reported as relative frequencies only for participants who screened in to A1 and A2 (n = 31).
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parents’ self-reported depressive and anxiety symptoms at Time 1 were significantly related to 
their lifetime endorsement of PTSD symptoms related to previous trauma (r’s = .39 and .40, p < 
.05).  Parents’ reports of PTSD symptoms related to their child’s cancer at Time 2 and to 
previous trauma were also significantly correlated (r = .48, p < .01), suggesting that parents’ 
traumatic responses to earlier life trauma may increase their risk for traumatic stress responses to 
a subsequent trauma (i.e., their child’s cancer).  Parents’ reports of PTSS on the IES-R related to 
their child’s cancer at Time 1 were only significantly related to parents’ cancer-related PTSD on 
the SCID at Time 2 (r = .42, p < .001), and not significantly related to their PTSD symptoms 
related to other trauma (r = .24, ns), suggesting that parents validly reported PTSS specific to 
their child’s cancer when prompted through a questionnaire at Time 1 and suggesting that early 
PTSS near the time of their child’s diagnosis were specific to later cancer-related PTSD 
symptoms. 
 
Coping with a child’s cancer 
 Parents’ reports of coping with their child’s cancer were significantly related to their 
depressive symptoms on the BDI-II, anxiety symptoms on the BAI, and PTSS symptoms on the 
IES-R at Time 1 (Table 5) in the expected directions.  Specifically, parents’ reports of primary 
and secondary control coping were significantly negatively related to their psychological distress 
(r’s = -.50 to -.72, p’s < .001), whereas their reports of disengagement coping were significantly 
positively related to their psychological distress (r’s = .41 to .60, p’s < .001). 
 Parents’ reports of coping at Time 1 were also significantly related to their report of 
PTSD symptoms reported on the SCID at Time 2 in the expected directions (Table 5).  
Specifically, parents’ reported of primary and secondary control coping at Time 1 were 
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significantly negatively related to parents’ reports of PTSD symptoms related to their child’s 
cancer at Time 2 (r’s = -.45, p’s < .001).  Parents’ reports of disengagement coping at Time 1 
were significantly positively related to their cancer-related SCID PTSD symptoms at Time 2 (r = 
.41, p < .01).  Notably, parents’ reports of coping with their child’s cancer at Time 1 were not 
significantly related to their SCID PTSD symptoms related to previous life trauma at Time 2, r’s 
-.14, -.29, and .34, for primary control, secondary control, and disengagement coping, 
respectively, all non-significant.    
 
General emotion processes 
 Parents’ reports at Time 2 of emotional suppression on the ERQ (r = -.27, p < .05) and 
the CECS (r = -.29, p < .05) were significantly negatively related to the ERQ cognitive 
reappraisal scale (Table 5), and reports of emotional suppression on the ERQ and CECS were 
significantly intercorrelated at Time 2 (r = .56, p < .001).  Emotion regulation on the MEI was 
marginally positively related to parents’ reports of cognitive reappraisal on the ERQ (r = .24, p < 
.10) and marginally negatively related to emotional awareness on the MEI (r = -.22, p < .10).  No 
other correlations among the scales of the emotion processes measures were significant.  
 
Relations among coping strategies and general emotion processes 
 Parents’ reports of primary and secondary control coping at Time 1 were significantly 
negatively related to their reports of emotional suppression on the ERQ and the CECS at Time 2 
(r’s = -.36 to -.51, p < .01; Table 5), and their reports of disengagement coping at Time 1 were 
significantly positively related to the ERQ and CECS emotional suppression scales at Time 2 (r’s 
= .51, .53, p < .001).  Secondary control coping strategies specific to their child’s cancer were 
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significantly related to cognitive reappraisal reported on the ERQ at Time 2 (r = .33, p < .05), 
and disengagement coping strategies were significantly negatively related to emotion regulation 
reported on the MEI at Time 2 (r = -.27, p < .05). 
 
Psychological distress and general emotion processes 
 Parents’ emotion regulation reported on the MEI at Time 2 was significantly negatively 
related to depressive symptoms on the BDI-II, anxiety on the BAI, and PTSS on the IES-R 
reported at Time 1 and to PTSD symptoms related to their child’s cancer reported on the SCID at 
Time 2 (r’s = -.29 to -.42, p’s < .05; Table 5).  Emotion regulation was marginally negatively 
related to PTSD symptoms in relation to previous trauma (r = -.28, p < .10).  Parents’ emotional 
suppression on the ERQ and the CECS was significantly positively related to depressive, 
anxiety, and PTS symptoms at Time 1, to PTSD symptoms related to their child’s cancer on the 
SCID at Time 2 (r’s = .35 to .44, p’s < .05), and to PTSD symptoms related to previous life 
trauma (r = .39, p < .05).  Notably, these general emotional processes are related to PTSD 
symptoms related to child’s cancer and previous trauma, and they do not show the symptom 
specificity that was found for parents’ reports of coping strategies on the RSQ.  This pattern 
suggests that parents reported on their general emotional processing not specific to any one 
situation.  Parents’ reports of cognitive reappraisal on the ERQ were also significantly negatively 
related to their depressive symptoms at Time 1 (r = -.29, p < .05).  Emotional awareness and 
emotional acceptance, however, were not significantly related to parents’ reports of distress at 
either time point.   
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Table 5 
Relations among psychological distress, coping, and emotion processes at Time 1 and Time 2 (Study 1) 
N = 60 
1. 2. 3. 4. 5. 6. 7. 8. 9. 10. 11. 12. 13. M (SD) 
1. Primary control coping ---             
.21  
(.04) 
2. Secondary control coping .42*** ---            
.27  
(.05) 
3. Disengagement coping -.61*** -.65*** ---           
.12  
(.03) 
4. Emotional awareness .04 .15 -.16 ---          
97.7  
(8.9) 
5. Emotional acceptance .06 -.13 -.11 .21 ---         
58.2  
(6.6) 
6. Emotion regulation .24 .19 -.27* -.22
+
 .16 ---        
55.7  
(4.1) 
7. Cognitive reappraisal .26 .33* -.23 .08 .16 .24
+
 ---       
32.8 
(6.1) 
8. Suppression (ERQ) -.36** -.38** .51*** -.17 .02 -.05 -.32* ---      
12.7  
(4.8) 
9. Suppression (CECS) -.39* -.51*** .53*** -.11 -.04 -.17 -.27* .56*** ---     
49.9  
(7.9) 
10. Depressive sx (BDI-II) -.56*** -.72*** .60*** -.01 -.01 -.39** -.29* .32* .44*** ---    
14.1 
(10.7) 
11. Anxiety sx (BAI) -.50*** -.63*** .58*** -.11 .00 -.42*** -.16 .22 .44*** .82*** --   
11.7  
(9.1) 
12. PTSS Cancer (IES-R) -.54*** -.68*** .60*** -.17 .06 -.29* -.10 .37*** .41*** .60*** .73*** --  
29.7 
(17.2) 
13. PTSD Cancer (SCID) -.45*** -.45*** .41** .07 -.02 -.32* -.19 .22 .35* .58*** .54*** .42*** -- 
26.1  
(5.5) 
14. PTSD Other (SCID) -.29 -.14 .34 .03 -.20 -.28 .04 .39* .33 .39* .40* .24 .48** 
29.8 
(8.8) 
 
Note. ***p < .001; **p < .01; *p < .05; 
+
n drops to 31 for line 14;  coping score means are reported as proportion scores; BAI = Beck Anxiety Inventory;  BDI-II 
= Beck Depression Inventory-II; CECS = Courtauld Emotional Control Scale; ERQ = Emotion Regulation Questionnaire; IES-R = Impact of Event Scale 
Revised; PTSD Cancer = total symptom score on the SCID related to child’s cancer as the trauma; PTSD Other = total symptom score on the SCID related to 
other trauma; PTSS = post-traumatic stress symptoms; SCID = Structured Clinical Interview for DSM-IV; Sx = symptoms.
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Multiple linear regression analyses predicting parents’ cancer-related PTSD symptoms at 
Time 2 
 
 First, primary and secondary control coping assessed on the RSQ at Time 1 were tested 
as predictors of PTSD symptoms on the SCID at Time 2 after controlling for PTSS on the IES-R 
at Time 1.  The overall equation for predicting parents’ cancer-related PTSD symptoms from 
their coping after controlling for initial PTSS was significant, F (4, 53) = 7.04, p < .001 (Table 
6), and accounted for 28% of the variance in cancer-related PTSD symptoms.  When entered at 
the first step, PTSS at Time 1 was a significant predictor of Time 2 symptoms, F (2, 55) = 12.01, 
p < .01 (Step 1).  After controlling for PTSS at Time 1, primary control coping at Time 1 was a 
significant and independent predictor of PTSD symptoms at Time 2, β = -.31, p < .05, and PTSS 
at Time 1 were no longer significant (β = .25, ns; Step 2a).  Similarly, after controlling for PTSS 
at Time 1, secondary control coping at Time 1 was a marginally significant and independent 
predictor of PTSD at Time 2, β = -.28, p < .10 and PTSS were no longer significant (β = .24, ns) 
(Step 2b).  When Time 1 primary and secondary control were both entered into the equation after 
controlling for PTSS at Time 1, primary control coping emerged as a significant and independent 
predictor of PTSD at Time 2, β = -.28, p < .05, and PTSS and secondary control coping at Time 
1 were no longer significant predictors of PTSD at time 2, β’s = .10 and -.26, ns, respectively 
(Step 3). 
 The second equation tested two general emotion processes (i.e., emotion regulation and 
emotional suppression) assessed on the MEI at Time 2 as predictors of PTSD symptoms at Time 
2 after controlling for PTSD symptoms at Time 1.  The overall equation for predicting parents’ 
cancer-related PTSD symptoms from their general emotion processes after controlling for initial 
PTSS was significant, F (3, 51) = 5.83, p < .01 (Table 7), and accounted for 21% of the variance 
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in cancer-related PTSD symptoms.  Neither emotion regulation nor emotional suppression on the 
MEI were independent and significant predictors after controlling for PTSS at Time 1, β’s = -.19 
and .22, ns.  In the final equation, PTSS at Time 1 were an independent and significant predictor 
of subsequent PTSD symptoms, β = .28, p < .05. Finally, characteristics of any previous traumas 
reported by parents were tested as predictors of parents’ cancer-related PTSD symptoms at Time 
2 after controlling for PTSS at Time 1.  The overall equation was significant, F (3, 26) = 3.83, p 
< .05 (Table 8), and accounted for 23% of the variance in cancer-related PTSD symptoms.  PTSS 
at Time 1 were an independent and significant predictor of PTSD symptoms at Time 2, β = .42, p 
< .01.  After controlling for PTSS at Time 1, the number of lifetime traumas experienced did not 
significantly predict cancer-related PTSD symptoms at Time 2, β = .07, ns.  After controlling for 
PTSS at Time 1, parents’ total PTSD symptom-score related to previous trauma was a significant 
and independent predictor of their cancer-related PTSD symptoms, β = .38, p < .05, and PTSS at 
Time 1 were no longer significant, β = .32, p < .10.  In the final equation, PTSD symptom-score 
related to previous trauma remained a significant and independent predictor of cancer-related 
PTSD symptoms, β = .37, p < .05, and neither PTSS at Time 1 nor number of previous traumas 
experienced were significant predictors, βs = .30 and .05, ns, respectively. 
 Post hoc, an interesting question emerged as to which of the previously significant 
predictors of cancer-related PTSD symptoms would remain significant in an equation with 
predictors entered.  Therefore, a final regression equation was computed where, accounting for 
PTSS on the IES-R at Time 1 (Table 9), the following predictors were entered to predict SCID 
cancer-related PTSD symptoms at Time 2: primary control coping, secondary control coping, 
and SCID total symptom score related to previous trauma.  Notably, by using the total symptom  
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Table 6 
Multiple linear regression analyses predicting cancer-related PTSD symptoms from coping at Time 1 
(Study 1) 
   Outcome Variable: 
Cancer-related PTSD symptoms 
Step 1  
    PTSS at Time 1, β =  0.42** 
    Δ R2 0.17 
    F change 12.01** 
Step 2a  
   PTSS at Time 1, β = .25 
   Primary control coping, β = -.31* 
    Δ R2 .07 
    F change 5.02* 
Step 2b  
   PTSS at Time 1, β = .24 
   Secondary control coping, β = -.28+ 
    Δ R2 .04 
    F change 3.01
+
 
Step 3  
   PTSS at Time 1, β = .10 
   Primary control coping, β = -.28* 
   Secondary control coping, β = -.26 
Total model  
   R
2
 .28 
  F 7.04*** 
Step 2c  
   PTSS at Time 1, β = .27+ 
   Disengagement coping, β = .25 
    Δ R2 .04 
    F change 2.80 
Step 3  
   PTSS at Time 1, β = .10 
   Primary control coping, β = -.28+ 
   Secondary control coping, β = -.25 
   Disengagement coping, β = .01 
Total model  
   R
2
 .23 
  F 5.18* 
 
Note. ***p < .001; **p < .01; *p < .05; 
+
p < .10; two participants skipped one of the two questionnaires 
used in these analyses, so the total n = 58 for this multiple regression. 
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Table 7 
Multiple linear regression analyses predicting cancer-related PTSD symptoms from emotion processes at 
Time 2 (Study 1) 
   Outcome Variable: 
Cancer-related PTSD symptoms 
Step 1  
    PTSS at Time 1, β = 0.42** 
    Δ R2 0.17 
    F change 12.01** 
Step 2a  
   PTSS at Time 1, β = .36** 
   Emotion regulation, β = -.19 
    Δ R2 .03 
    F change 2.40 
Step 2b  
   PTSS at Time 1, β = .33* 
   Emotional suppression, β = .22 
    Δ R2 .04 
    F change 2.74 
Step 3  
   PTSS at Time 1, β = .28* 
   Emotion regulation, β = -.20 
   Emotional suppression, β = .21 
Total model  
   R
2
 .21 
  F 5.83* 
 
Note. **p < .01; *p < .05; five participants skipped one of the three questionnaires used in these analyses, 
so the total n = 55 for this multiple regression. 
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Table 8 
Multiple linear regression analyses predicting cancer-related PTSD symptoms from trauma symptoms 
(Study 1) 
   Outcome Variable: 
Cancer-related PTSD symptoms 
Step 1  
    PTSS at Time 1, β = 0.42** 
    Δ R2 0.17 
    F change 12.01** 
Step 2a  
   PTSS at Time 1, β = .41** 
   Number of previous traumatic events, β = .07 
    Δ R2 .004 
    F change .30 
Step 2b  
   PTSS at Time 1, β = .32+ 
   Total symptom score related to previous trauma, β = .38* 
    Δ R2 .14 
    F change 5.38* 
Step 3  
   PTSS at Time 1, β = .30+ 
   Number of previous traumatic events, β = .05 
   Total symptom score related to previous trauma, β = .37* 
Total model  
   R
2
 .23 
  F 3.83* 
 
Note. **p < .01; *p < .05; 
+
p < .10; n drops to 31 in Steps 2b and 3 because 31 participants completed the 
module of the SCID related to previous trauma. 
 
score related to previous trauma, the sample size for these analyses was limited to only those 
parents who had screened-in to complete the SCID based on their reaction to the experience of a 
previous trauma (n = 27).  The overall equation was significant, F = (6, 20) = 5.99, p < .01, and 
accounted for 50% of the variance in cancer-related symptoms.  After controlling for PTSS at 
Time 1, secondary control coping and total PTSD symptom-score related to previous trauma 
were both independent and significant predictors of cancer-related PTSD symptoms at Time 2, 
β’s = -.41 and .36, p’s < .05, respectively.   
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Although in this equation secondary control remained significant in the final step while 
primary control coping did not, the previous equation containing only coping variables as 
predictors indicated that primary control and not secondary was significant after controlling for 
the other.  Primary and secondary control are significantly correlated, r = .42, p < .001 (Table 5), 
suggesting that their relation to cancer-related PTSD symptoms at Time 2 may differ somewhat 
depending on other predictors that are entered into the same equation.  Furthermore, the sample 
shifted from the full 60 participants in the coping-only regression equation to the 27 participants 
who completed the second module of the SCID related to another traumatic event.   
 
Table 9 
Multiple linear regression analyses predicting cancer-related PTSD symptoms from coping and trauma 
symptoms (Study 1) 
 
   Outcome Variable: 
Cancer-related PTSD symptoms 
Step 3  
   PTSS at Time 1, β = -.05 
   Primary control coping, β = -.28 
   Secondary control coping, β = -.41* 
   Total symptom score related to previous trauma, β = .36* 
Total model  
   R
2
 .50 
  F 5.99** 
 
Note. **p < .01; *p < .05; 
+
p < .10. 
 
Summary 
 Parent’s reports of primary and secondary control coping were strongly related to their 
reports of fewer PTSD symptoms concurrently and a year later.  Parents’ reports of general 
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emotion regulation were also related to fewer PTSD symptoms.  Their reports of disengagement 
coping and general use of emotional suppression, however, were strongly related to more PTSD 
symptoms concurrently and a year later.  In examining factors that may account for parents’ 
cancer-related PTSD symptoms approximately a year after their child’s diagnosis, primary 
control coping and severity of traumatic reaction to previous trauma remained significant 
predictors.  Overall, parents’ reports of coping, emotion regulation, and emotional suppression 
were strongly related to their reports of psychological distress, and parents’ PTSD symptoms 
related to other previous trauma appear to be an important predictor of PTSD symptoms related 
to their child’s cancer. 
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CHAPTER IV 
 
INTRODUCTION: STUDY 2 
 
As stated previously, this paper presents two studies that include data on parents’ 
psychological distress, coping, emotion processing, and parenting behaviors in the context of 
their child being diagnosed with and treated for cancer.  The first study focused on parents’ 
psychological distress in response to their child’s cancer as related to their reported coping 
strategies and general emotion processing at the same point in time and over time.  The second 
study focused on parents’ psychological distress and their general emotion processing in relation 
to their parenting behaviors. 
 
Research Questions and Hypotheses: Study 2 
Study 2 examined the role of parents’ psychological distress and their general emotion 
processing in relation to their parenting behaviors (see Figure 2 for heuristic model).  Four 
questions were examined in Study 2.  First, how are parents’ psychological distress, coping, and 
parenting related at the same point in time?  It is hypothesized that higher levels of primary and 
secondary control coping and lower levels of disengagement coping, PTSS, depression, and 
anxiety, will be related to higher levels of parental acceptance and behavioral control and lower 
level levels of psychological control.  Second, how do parents’ psychological distress and coping 
predict their parenting a year later?  It is hypothesized that higher levels of primary and 
secondary control coping and lower levels of disengagement coping, PTSS, depression, and 
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anxiety, will be related to higher levels of parental acceptance and behavioral control and lower 
levels of psychological control after controlling for initial reports of parenting.   
 
 
 
 
 
Figure 2. Heuristic model of the constructs and relations examined in Study 2. 
 
 
Third, how do parents’ general emotion processes relate to their self-reported parenting?  
I expect that parents’ reports of higher emotional awareness, acceptance, regulation, and 
cognitive reappraisal will be related to more parental acceptance, more behavioral control, and 
less psychological control, and parents’ reports of  emotional suppression will be related to less 
acceptance and behavioral control and more psychological control.  Fourth, do parents’ reports 
of general emotion processes and coping interact with their psychological distress to predict 
parenting?  I hypothesized that psychological distress and each emotion process or coping 
strategy would interact with distress in predicting parenting.  Specifically, I hypothesized that the 
relation between distress and parenting would be weaker at higher levels of parental emotional 
awareness, acceptance, regulation, and cognitive reappraisal, and that the relation between 
distress and parenting would be stronger at higher levels of emotional suppression. 
 
 
Psychological distress 
Coping 
Parenting 
Parenting 
Emotion processes 
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CHAPTER V 
 
METHODS: STUDY 2 
 
Participants 
 Thirty-one parents who completed Study 1 also completed additional measures  
approximately 1 year after their child’s diagnosis, designated ―Follow-up questionnaires,‖ 
collected between 44.7 weeks (11 months) and 94 weeks (24 months) after their child’s 
diagnosis (M = 55.4 weeks, SD = 10.0).  Some of these participants completed these measures 
after they completed the Time 2 assessment in Study 1 (i.e., 31%, n = 10), which is designated 
―Emotion processes assessment‖ in Study 2, and the remainder (i.e., n = 21) completed the 
follow-up questionnaire measures before they completed the emotion processes assessment.   
The study was ideally designed for participants to proceed chronologically first through the Time 
1 assessment, second through the emotion processes assessment, and third through the follow-up 
questionnaire assessment, which is a repeated measure of the questionnaires answered at Time 1.  
The inconsistency in actual data collection was the result of prioritizing the ability to collect data 
while respecting the challenges facing these parents in the midst of their child’s cancer treatment 
over the study design.  Specifically, the current study’s emotion processes assessment was added 
to a larger ongoing study (which originally included only the Time 1 questionnaires and the 
repeated measures of those questionnaires at a follow-up assessment approximately 1 year later) 
after it had been underway for about a year and a half.  At that point, any participants who were 
eligible to complete the emotion processes assessment were recruited, regardless of time-since-
diagnosis.  Once all families already enrolled in the larger study were recruited, families were 
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recruited to participate in the emotion processes assessment well before they completed their 
follow-up questionnaires one-year post diagnosis.  Finally, recruitment for the emotion processes 
assessment was opened at Nationwide Children’s Hospital, the second study site for the larger 
project, after recruitment had begun at Vanderbilt University.  Again, data collection was 
prioritized over timing, and all eligible participants from Nationwide were recruited by telephone 
regardless of their time-since-diagnosis and status of follow-up questionnaire assessments.  
There were no significant differences in distress between parents who completed follow-up 
questionnaires (n = 32) and participants who did not (n = 17).  These comparisons exclude 
participants who were not yet eligible to complete the 1-year follow-up questionnaire measures 
at the time of these analyses (n = 11). Data collection of the larger project is ongoing, and 
approximately 9 of the remaining 11 participants (85%) from the current Study 1 are scheduled 
to complete their follow-up questionnaire assessments after their emotion processes assessment.  
Figure 3 depicts when each assessment was completed for the sample with reference to time-
since-child’s diagnosis.    
 
Procedure 
 Parents were approached either in person or over the phone by research staff and asked to 
complete a set of follow-up paper-and-pencil measures identical to the ones they had completed  
50 
 
 
Figure 3. Timeline reflecting when participants completed the three assessments described in 
Study 2. 
 
when they first consented to complete the study of family adjustment to childhood cancer close 
in time to their child’s diagnosis.  Parents returned the follow-up questionnaires in person or 
through the mail in pre-stamped envelopes.  Families were compensated $50 when at least one 
parent returned these questionnaires.  The institutional review board at both study sites approved 
the protocol.   
 
Measures 
Time 1 assessment.  The measures of psychological distress and coping are identical to 
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the measures described in Study 1.  Parents also completed a measure of parenting at Time 1.  
 Parenting. Parents completed the parent-report version of the Children’s Report of 
Parental Behavior Inventory-Revised (CRPBI; Schlundermann & Schlundermann, 1988; 
Vannatta et al., 2010). The PBI is a 30-item questionnaire measure that assesses a parent’s 
behavior toward the participating child and consists of three subscales: parental warmth, parental 
firm behavioral control, and parental psychological control.  Higher scores indicate more of the 
specified construct.  Parents responded on a 3-point Likert scale to rate whether sample 
statements are ―not like,‖ ―somewhat like,‖ or ―like‖ themselves.  Sample items include: ―I am a 
parent who enjoys doing things with my child‖ (warmth), ―I am a parent who believes in having 
a lot of rules and sticking with them‖ (firm behavioral control), and ―I am a parent who is less 
friendly with my child if they do not see things my way‖ (psychological control).  Internal 
consistency reliabilities in the current sample were α = .74 for warmth, α = .50 for firm 
behavioral control, and α = .78 for psychological control.  
Emotion processes assessment. This time point was referred to as Time 2 in Study 1.  In 
the current set of analyses for Study 2, only the emotion processes variables are used (i.e., 
emotional awareness, emotional acceptance, emotion regulation, cognitive reappraisal, and 
suppression).  Parents completed the meta-emotion interview (MEI; Katz & Gottman, 1986), the 
Emotion Regulation Questionnaire (ERQ; Gross & John, 2003), and the Courtauld Emotional 
Control Scale (CESC; Watson & Greer, 1983) as described previously.   
Follow-up questionnaire assessment.  Approximately 1 year after diagnosis (see Figure 
3), parents completed measures of psychological distress (i.e., BDI-II, BAI, IES-R) and a 
measure of parenting (i.e., parent report version of the CRPBI) as described previously.  These 
measures were collected between 44.7 weeks (11 months) and 94 weeks (24 months) after their 
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child’s diagnosis (M = 55.4 weeks, SD = 10.0). 
 
Statistical Analyses 
 Pearson correlations were calculated to reflect relations among parenting, psychological 
distress, and coping at one point in time and over time.   Correlations also reflected the relations 
between parenting and emotion processes.  Multiple linear regressions were performed in order 
to test the hypothesis that emotion processes and coping would each interact with parents’ Time 
1 distress in accounting for variance in parenting one year later.  Predictor variables and 
interaction terms were centered before the interactions were tested. 
Power. The program G*Power 3.1.2 (Faul, Erdfelder, Buchner, & Lang, 2009) was used 
to calculate basic estimates of statistical power based on bivariate relations. Based on a sample 
size of 30, with a p of .05 (two-tailed), the current sample had power of .80 to detect r’s of .36 or 
greater. For the linear multiple regression equations with four predictors, the current sample had 
power of .80 to detect F > 2.78. 
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CHAPTER VI 
 
RESULTS: STUDY 2 
 
Relations among parenting, psychological distress, and coping 
 At Time 1, parents’ reports of psychological distress were not significantly related to 
parenting (Table 10).  There were, however, several correlations of medium effect size (Cohen,  
 
Table 10 
Cross-sectional relations among post-traumatic, depressive, and anxiety symptoms, coping, and 
parenting at Time 1 (Study 2) 
N = 31 
BDI-II BAI IES 
Primary 
control 
coping 
Secondary 
control 
coping 
Disengage- 
ment 
coping 
Warmth 
Behavioral 
Control 
BAI  
.75*** 
---       
IES  .52**  
.59** 
---      
Primary control 
coping 
-.45** -.37* -.52** ---     
Secondary 
control coping 
-
.68*** 
-
.58** 
-
.70*** 
.35 ----    
Disengagement 
coping 
.57** .57** .52  -.59*** -.63*** ---   
Warmth -.27 -.10 -.02 .28 .03 -.04 ---  
Behavioral 
Control 
-.28 -.27 -.35 .34 .37* -.46** -.06 --- 
Psych logical 
Control 
 .12  .07 -.01 -.16 -.16 .03 -.39* .22 
 
Note. ***p < .001; **p < .01; *p < .05; BAI = Beck Anxiety Inventory; BDI-II = Beck Depression 
Inventory-II; IES = Impact of Event Scale; SCID = Structured Clinical Interview for DSM-IV; Warmth, 
Behavioral Control, and Psychological Control factors of the parent report Parental Behavior Inventory. 
 
1988) that, although not significant, were in the expected directions.  Specifically, parents’ 
PTSS, depressive, and anxiety symptoms were negatively related to reports of firm behavioral 
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control, suggesting that distressed parents may be less likely to apply clear standards and 
consequences to their child’s behavior (r’s = -.27 to -.35, ns).  Parents’ depressive symptoms 
were also negatively related to their warmth (r = -.27, ns).  With regard to parents’ coping 
strategies, secondary control coping was significantly related to more behavioral control (r = .37, 
p < .05) and disengagement coping was significantly related to less behavioral control (r = -.46, 
p < .01).  Although not significant, there were also non-significant but medium effect size 
correlations indicating that primary control coping was related to more warmth (r = .28) and 
more behavioral control (r = .34).     
 
Predicting parenting at one year after child’s diagnosis from psychological distress and 
coping at Time 1 
 
 Parents’ anxiety at Time 1 was significantly related to their psychological control as 
reported in the follow-up questionnaire assessment (r = .40, p < .05; Table 11).  Although non-
significant, there was a medium effect size correlation of Time 1 depressive symptoms related to 
psychological control at the follow-up (r = .27, ns).  There were no significant relations of 
coping at Time 1 to parenting at the follow-up questionnaire assessment.  However, 
disengagement coping at Time 1 was negatively related with a medium effect size to behavioral 
control at the follow-up assessment (r = -.33, ns).  
 
Emotion processes and parenting 
 Parents’ reports of emotional awareness at the time of the emotion processes assessment 
were significantly related to psychological control at the follow-up assessment (r = .47, p < .01; 
Table 11).  There were no other significant relations among emotion processes and parenting at 
the follow-up, although there were several correlations of medium effect sizes.  For example, 
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parents’ emotional acceptance was positively related to psychological control at the follow-up (r 
= .29, ns) and their emotion regulation was negatively related to psychological control at the 
follow-up assessment (r = -.24, ns).  Emotional awareness was also related to more behavioral 
control at the follow-up assessment (r = .31, ns) and emotional suppression was related to less 
behavioral control at the follow-up (r = -.32, ns). 
 
Multiple linear regressions testing the interaction effect of psychological distress and 
coping on parenting 
 
 The only significant relation between parents’ psychological distress at Time 1 and 
parenting at the follow-up assessment  was parents’ anxiety at Time 1 was significantly related to 
psychological control at the follow-up assessment  (r = .40, p < .05; Table 11).  Therefore a 
series of three multiple regression equations was run with primary control, secondary control, 
and disengagement coping to test the interaction of coping and anxiety as a predictor of later 
parenting.   
 The overall equation for testing the interaction of anxiety by primary control coping was 
not significant, F (4, 24) = 1.96, ns, and accounted for 12% of the variance in psychological 
control.  Psychological control at time 1 emerged as a significant and independent predictor of 
psychological control at the follow-up assessment, t = 2.10, p < .05, and accounted for 15% of 
the variance in reported psychological control behavior.  The results of this regression model are 
presented in Table 12.  The findings of the subsequent regression analyses are very similar to the 
results displayed in Table 12 and are only presented in the text.  
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Table 11 
Correlations among psychological distress and coping at Time 1 and emotion processes with parenting at the follow-up assessment (Study 
2)  
N = 31 BDI-II FU BAI FU IES FU Warmth FU Behavioral control FU Psychological control FU 
BDI-II T1 .71*** .56** .53** -.12 .08 .27 
BAI T1 .49** .48** .50** -.04 .04 .40* 
IES T1 .37* .33 .44* .06 -.23 -.01 
Primary control coping T1 -.38* -.38* -.51** .10 .13 -.16 
Secondary control coping T1 -.66** -.48** -.49** -.07 .19 -.11 
Disengagement coping T1 .55** .51** .58** .00 -.33 .13 
Warmth T1 -.29 -.27 -.26 .81*** .16 -.35* 
Behavioral control T1 -.29 -.16 -.14 -.04 .33 .12 
Psychological control T1 .26 .21 .20 -.26 .09 .45* 
Awareness EP --- --- --- -.23 .31 .47** 
Acceptance EP --- --- --- .13 .19 .29 
Regulation EP --- --- --- -.01 .03 -.24 
Reappraisal EP --- --- --- .03 -.06 -.08 
Suppression (ERQ) EP --- --- --- -.22 -.32 -.18 
Suppression (CECS) EP --- --- --- -.08 -.12 -.02 
 
Note. ***p < .001; **p < .01; *p < .05; T1 = Time 1 near diagnosis; EP = the emotion processes assessment; FU = the follow-up 
questionnaire assessment at approximately 1 year after child’s diagnosis; BAI = Beck Anxiety Inventory; BDI = Beck Depression 
Inventory; IES = Impact of Event Scale; Warmth, Behavioral Control, and Psychological Control are from the parent report of the Parent 
Behavior Inventory. 
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 The overall equation for testing the interaction of anxiety by secondary control coping 
was not significant F (4, 24) = 2.40, ns and accounted for 17% of the variance in psychological 
control.  Psychological control at Time 1 and anxiety at Time 1 both emerged as significant and 
independent predictors of psychological control at the follow-up assessment, t’s = 2.19, 2.17, p’s 
< .05, and accounted for 17 and 16% of the variance, respectively. 
 The overall equation for testing the interaction of anxiety by disengagement coping was 
not significant, F (4, 24) = 2.32, ns.  No predictors emerged as significant and independent, 
although psychological control and anxiety at Time 1 each accounted for 13% of the variance in 
reported psychological control behaviors at the follow-up assessment.  
 
Table 12 
Parenting at follow-up predicted by parenting, anxiety, and primary control coping at Time 1 (Study 2) 
N = 31 Β B Variance 
Explained 
t p 
Dependent variable: Parents’ Psychological control at 
follow-up 
   
F (4, 24) = 1.96, p = .13, R
2 
= .12      
Psychological control at time 1 .40 .27 sr
2 
= .15 2.10* .047 
Anxiety (BAI) at time 1 .31 .56 sr
2 
= .09 1.52 .14 
Primary control coping .09 .14 sr
2 
= .01 .48 .64 
Anxiety x primary control coping -.08 -.12 sr
2 
= .01 -.39 .70 
Note. *p < .05.  
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Multiple linear regressions testing the interaction of psychological distress and emotion 
processes on parenting  
 
A series of five multiple regression equations was run with Time 1 anxiety, emotional 
awareness, emotional acceptance, emotion regulation, cognitive reappraisal, and emotional 
suppression and the interaction of these emotion processes with anxiety as predictors of 
parenting at the follow-up assessment.   
The overall equation for testing the interaction of anxiety by emotional awareness was 
not significant, F (4, 24) = 2.49, ns and accounted for 18% of the variance in psychological 
control.  No significant independent predictors emerged.  The overall equation for testing the 
interaction of anxiety by emotional acceptance was also not significant, F (4, 24) = 2.66, ns and 
accounted for 19% of the variance in psychological control.  No significant independent 
predictors emerged.  The overall equation for testing the interaction of anxiety by emotion 
regulation was also not significant, F (4, 24) = 2.01, ns and accounted for 13% of the variance in 
psychological control.  Psychological control at Time 1 was a significant and independent 
predictor of psychological control at the follow-up assessment, t = 2.07, p < .05, and accounted 
for 15% of the variance in psychological control at the follow-up assessment. 
The overall equation for testing the interaction of anxiety by cognitive reappraisal was 
not significant, F (4, 22) = .98, ns and accounted for 15% of the variance in psychological 
control at the follow-up assessment.  No significant independent predictors emerged.   The 
overall equation for testing the interaction of anxiety by emotional suppression was also not 
significant, F (4, 22) = 2.00, ns and accounted for 13% of the variance in psychological control 
at the follow-up assessment.  No significant independent predictors emerged. 
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CHAPTER VII 
 
DISCUSSION 
 
 The current studies used a multi-method, prospective design to examine distress, coping, 
emotion processes, and parenting in parents of children with cancer.  The first study focused on 
parents’ psychological distress in response to their child’s cancer as related to their reported 
coping strategies and general emotion processing at the same point in time and over time.  The 
sample in Study 1 represents the first effort to use a prospective design and diagnostic interview 
methods to assess PTSD with parents of children with a wide range of cancer diagnoses and 
treatment circumstances (i.e., the only other prospective studies that used diagnostic interview 
methods were done with mothers of children undergoing stem cell transplant; Manne et al., 2002; 
Manne et al., 2004).  Study 1 is also the first study to assess specific coping strategies in a 
sample of this nature (i.e., the only other study to assess coping strategies was done in mothers of 
children undergoing stem cell transplant; Manne et al., 2003), the first to assess general emotion 
processing, and the first to assess PTSD related to previous trauma in parents of children with 
cancer.  
 Rates of cancer-related PTSD in parents at the time of the interview (i.e., 5%) and at any 
point since their child’s diagnosis (i.e., 8.3%) were generally lower than rates reported in 
previous studies of parents of childhood cancer survivors, and were lower than epidemiological 
data which suggest that 15% of people exposed to traumatic events develop PTSD (Kessler, 
Sonnega, Bromet, Hughes, & Nelson, 1995).  In previous samples of mothers of children with 
cancer, rates of current cancer-related PTSD assessed by structured diagnostic interview have 
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been reported at 10.9% in mothers of children 5 years off treatment (Kazak et al., 2001); 13.7% 
in mothers and 9.6% in fathers of children 1 to 10 years post-treatment (Kazak et al, 2004); 20% 
in mothers of children off treatment (Libov et al., 2002); and 25% in mothers 0 to 11 years post-
treatment (Pelcovitz et al., 1996).  One study reported rates of current cancer-related PTSD 
similar to the present findings in a sample of mothers on average 3 years post-treatment, with 
6.2% of mothers meeting criteria for PTSD at the time of the interview.  Other studies have also 
reported on rates of PTSD at any time since their child’s diagnosis, and these rates were 
generally higher than those found in the current study as well: 29.5% in mothers and 11.5% in 
fathers (Kazak et al., 2001); 27% in mothers (Libov et al., 2002); and 54% in mothers (Pelcovitz 
et al., 1996). 
 The only other study that used a prospective design was conducted with mothers of 
children undergoing bone marrow or stem cell transplant (i.e., Manne et al., 2002; Manne et al., 
2004).  Questionnaire measures of distress were administered immediately before the transplant 
infusion, and structured diagnostic interviews of PTSD were done 6 months (Manne et al., 2002) 
and 18 months later (Manne et al., 2004).  Unfortunately, these papers represent different 
samples and have not been published as one continuous longitudinal study.  Rates of PTSD 
reported at 6 months after transplant were 7.8% and at 18 months after transplant were 12%.  
Although the timing of these studies is most similar to the current study, the selected sample of 
mothers of children undergoing bone marrow or stem cell transplant represents a group under 
more restrictive circumstances.  That is, children undergoing transplant are confined to their 
inpatient room or floor under immunosuppression restrictions and undergoing pre-transplant 
treatment for weeks or months, and their hospital stay typically continues for 4 to 6 weeks post-
transplant.  Furthermore, children who are recommended for transplant have generally been non-
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responsive to other types of less risky treatments, so this sample likely represents a group with 
much poorer prognoses than the current sample.  It makes sense, then, that the rates of PTSD 
found in the current study would be slightly lower than those reported in Manne et al.'s studies 
(2002, 2004). 
 Rates reported by mothers and fathers of childhood cancer survivors further out from 
diagnosis and off treatment were generally higher than those found in the current study (e.g., 
Kazak et al., 2001; Libov et al., 2002).  Rates reported on PTSD ―at any point since child’s 
diagnosis‖ would cover a much longer period of time in these other studies, and thus may be 
understandably higher than those in the current study, but rates of current PTSD at the time of 
the studies were still higher than those in the current study (e.g., 13.7% in mothers and 9.6% in 
fathers of children 1 to 10 years off treatment; Kazak et al., 2004).  Similarly, these rates 
reported in studies of parents of survivors (e.g., Kazak et al., 2004) were higher than those 
reported in Manne et al.’s first study (2002).  Furthermore, the rates reported by Manne et al. 
increased from the assessment at 6-months post-transplant (2002) to 18-months post-transplant 
(2004).  Although more prospective studies that follow the same families from diagnosis through 
survivorship are clearly needed to speak to this issue, it may be that PTSD is actually more 
prevalent in parents of survivors than parents of children on active treatment.   
 The mean levels of PTSS reported on the IES-R close in time to diagnosis in the current 
study (i.e., M = 29.7) are above a recommended cutoff for estimating PTSD on the IES-R of 22 
(Rash et al., 2008) and are within the range reported by other studies of parents close in time to 
their child’s diagnosis (e.g., M = 22.2, Jurbergs et al., 2009; M = 43.6, Kazak et al., 2005).  It is 
possible that the current sample is simply less distressed than other samples, but the concordance 
of the present Time 1 data with other studies suggests that the timing of the current study 
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compared to the other studies may account for some of the differences.  The pattern of 
correlations found among PTSD symptoms, depression, and anxiety symptoms, suggests that 
PTSD symptoms may be part of a general distress construct, as suggested by Miles et al. (2010), 
since all three types of reported distress were correlated with PTSD symptoms reported later in 
time.   
 Furthermore, the rate of partial PTSD in the current sample, 46.7%, was substantial and 
much higher than the rates of 6.6% and 7.2% found in other studies (Manne et al., 2002; Manne 
et al., 2004, respectively).  Rates of partial PTSD in the current sample were accounted for 
almost completely (i.e., 96% of partial PTSD cases) by parents who endorsed Cluster B Intrusive 
Thoughts and Cluster D Hyperarousal on the SCID, but not Cluster C Avoidance.  One case 
endorsed Clusters C and D in order to meet criteria for partial PTSD.  Twelve percent of parents 
in the current study endorsed avoidance related to their child’s cancer, versus 73% endorsed 
intrusive thoughts and 62% endorsed hyperarousal.  Other studies of parents of survivors have 
also found that parents are less likely to endorse avoidance symptoms than other clusters (Kazak 
et al., 2001; Kazak et al., 2004; Manne et al., 1998), but the rates of Cluster C endorsement were 
higher than that in the current study (i.e., 11.7%) ranging from 14% (Manne et al., 1998) to 34% 
(Kazak et al., 2004).  Notably, within the Avoidance cluster of symptoms, parents in the current 
sample endorsed having diminished interest in activities (26.7%) and feeling estranged from 
others (21.7%) at much higher rates than they endorsed avoiding thoughts and feelings (6.7%) or 
activities and places (3.3%) related to their child’s cancer.  Parents in the current sample had 
children who were receiving active treatment or attending frequent follow-up visits, whereas the 
studies of parents of survivors reviewed here involved parents whose children were no longer 
receiving treatment and most likely attending only one or two follow-up appointments each year.  
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Parents in the current sample may have been less likely to endorse avoidance simply because 
they did not have the opportunity to avoid reminders about their child’s cancer. Perhaps these 
parents with partial PTSD are the parents who later develop full criteria for PTSD when they 
have more opportunity to avoid reminders of the trauma.  Future studies that follow parents with 
partial PTSD out to survivorship would be able to address this question. 
 PTSS and PTSD can be highly chronic and persistent, with symptoms lasting on average 
4 years (Breslau et al., 1998), and can also be highly impairing, including interfering with 
cognitive processes and executive functioning (LaGarde, Doyon, & Brunet, 2010; Leskin & 
White, 2007),  increasing the likelihood by up to 150% of marital instability and unemployment 
(Kessler, 2000), increasing work loss days compared to healthy controls by up to 11-fold 
(Breslau et al., 2004), and leading to high rates of suicidal ideation and suicidality (Kessler, 
2000).  Rates of PTSD and partial PTSD in the current study in parents related to their child’s 
cancer suggest that more than 50% of these parents may warrant psychological services near the 
time of their child’s diagnosis and up to three years later.   
 The findings from Study 1 support the hypotheses regarding the relations between 
parents’ coping and emotional distress on both the cross-sectional (Time 1) and prospective 
(from Time 1 to Time 2) analyses.  Specifically, parents’ reports of primary control and 
secondary control coping were related to less distress reported concurrently and less distress 
reported at Time 2.  Conversely, parents’ reports of disengagement coping were related to more 
distress at the same point in time and later.  Parents’ reports of their coping related to the stress 
of their child’s cancer was related to cancer-specific PTSS and PTSD symptoms but not to their 
PTSD symptoms reported about a previous trauma.  This pattern supports the idea that parents 
reported specifically on their coping strategies toward the stressors associated with their child’s 
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cancer, not on a more global pattern of coping.  Furthermore, data suggested that primary control 
coping strategies may be more important than secondary control coping strategies in accounting 
for cancer-related PTSD symptoms among parents in general, but that among parents who had a 
traumatic reaction to a previous traumatic event, secondary control coping may be more 
important than primary control when dealing with their child’s cancer.   
The current study provides strong support for teaching specific coping skills to these 
parents as a way of potentially reducing their psychological distress.  Specifically, primary and 
secondary control coping, which include strategies such as problem solving, emotional 
expression, cognitive reframing, and acceptance, were strongly related to less psychological 
distress in parents close to their child’s diagnosis and months later at the time of the interview.  
Disengagement coping, however, which involves strategies of avoidance, denial, and wishful 
thinking, was related to more psychological distress at both time points.  These results are 
consistent with previous work that has found primary and secondary control coping to be related 
to better psychological functioning (e.g., Compas et al., 2006a, 2006b; Connor-Smith et all, 
2000; Wadsworth et al., 2004).  These prospective analyses provide strong evidence for the 
potential utility of teaching parents how to use primary and secondary control coping strategies 
and decrease their use of disengagement coping strategies in order to cope with the stress 
surrounding their child’s diagnosis and treatment.  An intervention with parents of children with 
cancer taught problem-solving skills and showed that parents’ improvements in problem-solving 
significantly accounted for 30% of their reduction in psychological distress over time compared 
to a control group (Sahler et al., 2005).  Primary control coping includes problem solving, and an 
intervention that taught coping skills in addition to problem solving by teaching the multiple 
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strategies involved in primary and secondary control coping might be able to achieve even 
further reduction of parents’ symptoms.  
There was evidence that parents’ reports of their general emotion regulation abilities and 
use of emotional suppression to deal with negative emotions were related to psychological 
distress retrospectively and further out from their child’s diagnosis, which supported hypotheses 
about these two emotion processes.  It is important to note that these processes were assessed by 
asking parents to report on how they generally dealt with sadness, anger, and fear, and not how 
they specifically coped with their child’s cancer.  Parents’ general emotion regulation abilities 
(e.g., being able to regulate the intensity of the emotion, being able to get over the emotion 
without difficulty, reporting a degree of control of the emotional experience) were related to less 
psychological distress at both time points.  Previous findings are consistent with the current 
results in showing that difficulties in emotion regulation are associated with worse psychological 
functioning (Rottenberg et al., 2007; Tull et al., 2007).  Parents’ use of emotional suppression 
strategies to deal with negative emotions (e.g., ―When I feel angry, I keep quiet‖; ―When I feel 
sad, I bottle it up‖) was related to more psychological distress at both time points.  Similar to the 
current study’s results, previous work in breast cancer patients has found that efforts to suppress 
negative emotion were related to more emotional distress (Iwamitsu et al., 2005) and higher 
levels of anxiety and depression (Ho, Chan, & Ho, 2004).  These findings provide support for 
teaching parents general strategies to regulate their emotions and promote controlled expression 
of their negative emotions, in addition to teaching them specific coping strategies to deal with the 
stress of their child’s cancer. 
Hypotheses about other emotion processes that parents reported (i.e., emotional 
awareness, emotional acceptance, and cognitive reappraisal) and their relation to psychological 
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distress were not generally supported.  That is, significant relations were not found between 
parents’ reported psychological distress and their levels of emotional awareness, emotional 
acceptance, and cognitive reappraisal.  The constructs of emotional awareness and emotional 
acceptance have been studied widely and found to be related to less psychological distress in 
adults (e.g., Gratz & Roemer, 2004; Gohm et al., 2005; Legenbauer, Vocks, & Ruddel, 2008; 
Roemer et al., 2009; Salters-Pedneault, Roemer, Tull, Rucker, & Mennin, 2006; Weihs, Enright, 
& Simmens, 2008).  The measure used in the current study (i.e., the MEI), however, has not 
previously been used to test the relation between parents’ self-reported distress and their 
emotional awareness and acceptance.  Emotional awareness and acceptance as reported on the 
MEI have been tested in relation to children’s behaviors and found consistently to relate to better 
adjustment and behavior in children (e.g., Gottman et al., 1996; Katz & Windecker-Nelson, 
2004) and more positive parent-child interaction (e.g., Katz & Hunter, 2007; Yap et al., 2008).  
The current study was the first to relate the MEI to parents’ own psychological distress, and the 
inconsistency between the current findings and a wealth of literature about these constructs’ 
relation to psychological well-being in adults suggests that the MEI may be measuring different 
constructs than other measures of emotional awareness and emotional acceptance.  
The lack of findings relating cognitive reappraisal as measured by the ERQ to 
psychological distress is also inconsistent with previous literature that has found cognitive 
reappraisal to be related to more positive emotion, better well-being, and better interpersonal 
functioning (e.g., Gross & John, 2003).  The current study’s measure of secondary control 
coping (RSQ) includes items which address the use of cognitive reappraisal to deal with stress, 
and those findings were consistent with hypotheses such that the use of secondary control coping 
was related to less psychological distress.  Since the current study was designed to measure 
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psychological distress in parents very specific to a child’s cancer and to previous trauma, it may 
be that the ERQ’s assessment of cognitive reappraisal is too independent of context to relate to 
distress as predicted. 
 Parents also reported on previous traumatic events and subsequent traumatic reactions, 
when applicable, which is a unique characteristic of the current study.  Ninety percent of the 
current sample reported at least one traumatic event, which is higher than epidemiological 
samples (i.e., about 75%; Breslau & Kessler, 2001) but consistent with a community sample in 
Detroit (i.e., 89.6%; Breslau et al., 1998).  Twenty percent of the current overall sample met 
criteria for PTSD at some point in their lifetime for a traumatic event other than their child’s 
diagnosis of cancer.  Epidemiological studies of PTSD in the community have found that 
lifetime prevalence of PTSD ranges from 6.8% (Kessler et al., 2005) to 13.6% (Breslau et al., 
1998).  When participants were asked to report on their worst trauma, lifetime prevalence rates 
of PTSD were 13.6% (Breslau et al., 1998), and when asked to report on a randomly selected 
trauma from their lifetime history, rates were 9.2% (Breslau et al., 1998).  Kessler et al. (1995) 
reported that about 15% of people who experience a traumatic event will develop PTSD, and the 
current study found that 22% of people who had experienced at least one traumatic event met 
criteria for PTSD at some point in their lifetime.   
 Kessler, Sonnega, Bromet, Hughes, and Nelson (2005) found that lifetime prevalence 
rates of PTSD peak in adult age groups ages 30 to 44 years and 45 to 59 years.  The current 
sample was 24 to 55 (M = 38.6) years old, which is older than the community sample in Detroit 
mentioned previously where the lifetime prevalence of PTSD was 13.6% (Breslau et al., 1998).  
Furthermore, Breslau et al. (1998) found that the traumatic event ―sudden unexpected death of a 
loved one‖ accounted for 31% of PTSD cases in their study, and that the rate of occurrence of 
68 
 
this particular traumatic event peaked in participants ages 41 to 45.  Notably, 39% of the PTSD 
cases in the current sample were accounted for by the category ―hearing about something 
horrible happening to someone you are close to,‖ which almost exclusively included hearing 
about the sudden unexpected death of a loved one.  The demographic age group of the current 
sample and the high prevalence of deaths of a loved one may account for the higher rates of 
PTSD found in the current sample. 
 With regard to previous traumatic events, the questions most central to the current study 
involved how these previous traumatic events and subsequent traumatic reactions in parents 
related to their cancer-related PTSD symptoms.  Previous research has found that exposure to 
previous traumatic events increases the risk of developing PTSD in response to a subsequent 
traumatic event (e.g., Dohrenwend et al., 2006; Resnick et al., 1995).  Previous work with 
mothers of childhood cancer survivors found, however, that the number of previous traumatic 
events reported by mothers was not related to their PTSD symptomatology in reference to their 
child’s cancer (Manne et al., 2000).  Notably, Manne et al. (2000) only assessed the number of 
previous traumatic events and did not also assess symptoms related to those previous traumas.  In 
the current study, a parent’s total PTSD symptom score related to previous trauma significantly 
accounted for cancer-related PTSD symptoms, even after controlling for PTSS at Time 1 and the 
number of previous traumatic events did not.    
By itself, the number of previous traumatic events did not account for cancer-related 
PTSD symptoms, either.  These findings suggest that in parents of children with cancer, parents 
at-risk of developing cancer-related PTSD may be identified early in the treatment process by 
assessing their reactions to previous trauma, but not by merely assessing how many previous 
traumatic events they have experienced.  When considering parents of children who have 
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relapsed, it may be important to assess their reaction to their child’s initial diagnosis before 
determining their risk for PTSD, rather than assuming that their child’s previous diagnosis 
automatically puts them at increased risk for PTSD.  Furthermore, the present study found that 
parents’ traumatic responses to earlier trauma were related to depressive and anxiety symptoms 
reported at Time 1, but not to cancer-related PTSS reported at Time 1.  This pattern of 
correlations suggests that parents’ traumatic responses to earlier trauma may increase parents’ 
risk for dysphoric and generalized anxiety symptoms.    
 Examining this subset of parents who screened-in to complete the PTSD module related 
to previous trauma also revealed an interesting finding concerning coping strategies.  In the 
whole sample, regression analyses showed that primary control coping significantly accounted 
for cancer-related PTSD symptoms, but secondary control coping did not, when entered into the 
same equation.  When the subset of parents who completed the module on previous trauma was 
considered, however, secondary control coping significantly accounted for cancer-related PTSD 
symptoms and primary control coping did not.   Although preliminary and in need of replication, 
these results suggest that the specific coping interventions with parents may differ depending on 
whether they have had a previous traumatic reaction.  Specifically, that is, parents for whom their 
child’s cancer is their first traumatic event may benefit most from learning primary control 
coping strategies, where parents who have had a previous traumatic reaction at some point in 
their life may benefit most from learning secondary control coping strategies. 
 Two limitations of Study 1 need to be considered.  First, parents completed the diagnostic 
interview at Time 2 over a wide range of time-since-diagnosis (i.e., between 3 and 31 months 
after their child’s diagnosis).  In order to accommodate parents’ schedules and collect as much 
data as possible, the window of data collection was broadened to be very inclusive.  Care was 
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taken to ensure that the data collection process was truly prospective, and that at Time 2 parents 
reported retrospectively on periods of time that came after the completion of their Time 1 
measures.  This wide window in which Time 2 was collected should lend caution in interpreting 
the prospective analyses, especially when drawing conclusions about parents’ distress in general 
at a certain point since their child’s diagnosis.  That is, the current sample cannot speak to how 
many parents had PTSD ―one year after‖ their child’s diagnosis.  Despite such a range, the 
current sample still represents the only sample interviewed this close to their child’s diagnosis.  
Second, the current analyses are based solely on self-report.  The study is strengthened by using 
interview and questionnaire methods at two points in time, but the data remains purely self-
report data. 
Study 2 provided partial support for the hypotheses that parents’ distress would be related 
to their parenting behavior concurrently and over time.  Specifically, the strongest relations 
between concurrent distress and parenting were between parents’ depressive, anxiety, and 
posttraumatic symptoms and their reports of behavioral control, such that data suggested that 
parents who reported more distress were less likely to engage in setting clear standards and 
following through with consistent discipline.  These results are consistent with other studies that 
have found parents’ distress is related to a lack of structure in their parenting behavior (e.g., 
Champion et al., 2009) and anecdotal reports by parents of children with cancer that they tend to 
―spoil their child‖ significantly more than healthy controls (Hillman, 1997). 
 Over time, however, only parents’ initial anxiety was significantly related to their 
psychological control at Time 2.  The concurrent relations did not hold over time.  Other studies 
have also found that parents’ anxiety is related to psychological control (e.g., Bayer et al., 2006; 
Bogels & van Melick, 2004).  Child externalizing behavior has also been shown to predict later 
71 
 
parental psychological control (Pettit, Laird, Dodge, Bates, & Criss, 2001).  Although more data 
is needed with samples like the current one to address this question, it is possible that parents’ 
lack of behavioral control early in their child’s treatment process may lead to higher rates of 
child’s externalizing behaviors, which may in turn lead to parents’ use of more psychological 
control strategies.  Psychological control strategies by a parent have been consistently linked 
with poor psychological adjustment in children (e.g., Holmbeck et al., 2002; Loukas, Paulos, & 
Robinson, 2004; Pettit et al., 2001), so clinical family interventions with this population should 
focus on reducing parents’ use of psychological control strategies.   
With regard to emotion processes, parents’ emotional awareness was related to their 
psychological control behaviors, but in the opposite direction as expected, such that higher 
emotional awareness was related to more psychological control in the current sample.  These 
findings are inconsistent with a study of parent-child interaction that showed mothers who were 
higher in emotional awareness were less likely to respond aversively to their adolescents in an 
interaction (Yap et al., 2008).  There was little evidence in the current sample to suggest that 
intervening with parents’ emotion processes would benefit their parenting skills.  Although 
additional evidence is needed, the current data does suggest that interventions that focus on 
reducing parents’ distress and increasing their consistent discipline strategies early in treatment 
may be able to prevent later psychological control and thereby help prevent psychological 
problems in these children.   
 Study 2 has several limitations, most importantly the variability in the timing of the 
follow-up assessments.  Because this current project is still collecting follow-up questionnaire 
data, future analyses will be able to test the moderation model.  Future studies should consider 
adding cross-informant methods and tightening the protocol in order to provide more reliable 
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data about these parents at certain points in time.  Furthermore, future studies that include 
additional follow-up of these parents out to several years beyond their child’s end of treatment 
would help provide important clarification to how rates of PTSD in parents may change as 
children transition from active treatment to long-term follow-up care.  Additional work should 
also be done to clarify the findings which suggest that different types of coping may be more 
important for parents depending on whether they have had a traumatic reaction previous to their 
child’s cancer or not.  Additional longitudinal work should also be done to clarify the findings 
concerning early parent distress and lack of behavioral control and later parental psychological 
control, including connecting these parent-centered variables with adjustment outcomes in 
children.  Even withstanding these limitations, the current findings suggest that a majority of 
parents may experience clinically significant distress in response to their child’s cancer and these 
findings may provide meaningful implications for the allocation of psychological care to parents 
of children with cancer. 
 The limitations of the two studies notwithstanding, clinical implications of the current 
studies include both a potential method by which parents who are most at risk of developing 
cancer-related PTSD may be identified and a suggestion of how to intervene with these parents 
in order to reduce their psychological distress.  Further, the current findings also suggest the 
potential utility of an intervention that includes addressing parenting behaviors.  First, it may 
prove efficient and helpful to identify the most at-risk parents by assessing their traumatic 
reactions to any previous traumas.  Second, the evidence suggests that teaching these parents 
primary and secondary control coping, general emotion regulation skills, and strategies for 
emotional expression, may be effective ways to intervene with them.  Finally, intervention 
strategies that address parents’ distress early in treatment may also teach parenting strategies 
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such as consistent discipline in order to help parents set healthy patterns early in the course of 
their child’s treatment to prevent unhealthy parenting strategies and poor child adjustment later 
in treatment. 
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